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Original Communications 


SOME OBSERVATIONS CONCERNING 
SLIT-LAMP MICROSCOPY.* 


By HUNTER H. McGUIRE, M. D., Winchester, Virginia. 


Any method which constitutes a refinement 
in ophthalmic diagnosis and which, at the same 
time, enhances our knowledge of the histo- 
pathology of the living eye, demands, on the 
part of the ophthalmologist, a rigid investiga- 
tion as to its merits. 

When Gullstrand announced, a few years 
ago. his discovery of a new method of illumi- 
nation by which it became possible to render the 
corneal microscope, an instrument discovered 
thirty years ago and long since discarded, a 
practical method of diagnosis, my interest in 
the subject was sufficiently aroused to follow, 
with some degree of enthusiasm, the literature 
which has appeared, from time to time, con- 
cerning the developments of slit-lamp micro- 
scopy. It was not, however, until a few months 
ago that I decided to put into actual practice 
in my routine office work, this comparatively 
new method in ophthalmic diagnosis. My ob- 
ject, therefore, in presenting a communication 
of this character is not to draw definite con- 
clusions based upon an intensive study of the 
subject but to give you, from the standpoint 
of the beginner, some impressions which have 
been reached from a very limited use of the 
instrument. 

I shall quote very freely from the already 
published articles by Von Der Heydt, Gradle, 
Bedell, and other American investigators, and 
from the Atlas of the slit-lamp microscopy of 
the living eye by Alfred Vogt, thus far the 
only completed work devoted to the subject 
and recognized as being sufficiently authorita- 
tive to establish a working basis in slit-lamp 
investigations. While it must be borne in 
mind that microscopy of the living eye is still 
in its infancy and that many years of experi- 
ence in the use of the method will be necessary 
to perfect its technic and to interpret the vari- 
ous findings in what might be termed the new 
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field of ocular pathology, I believe that we have 
reached the stage of development when it can 
be asserted that it constitutes the greatest ad- 
vance in ophthalmic diagnosis since the dis- 
covery of the ophthalmoscope. 

All of you are familiar, no doubt, with the 
slit-lamp outfit as furnished today. It con- 
sists essentially of two parts, a binocular cor- 
neal microscope supplied with several oculars 
and objectives for obtaining different magnifi- 
cations and the slit-lamp of Gullstrand mounted 
on an adjustable double arm, and capable of 
being swung in various positions in order to 
properly direct the beam of light on the eye 
and to illuminate the different ocular struc- 
tures as they are observed with the microscope. 
The mechanical adjustment of the apparatus 
is such that it is possible to obtain the various 
angles between illumination and observation, 
which are essential in the use of the instru- 
ment. 

In that it limits the application of its field 
of observation, the term corneal microscope 
should now be abandoned. The present binoc- 
ular microscope as used with the slit-lamp 
has a much more extensive field of observation 
and we are enabled to study, with a great de- 
gree of accuracy, the histological structures 
of the cornea, iris, lens and approximately 
half of the vitreous. 

The novice in slit-lamp work will be im- 
pressed with the apparent complexity of the 
apparatus when he first attempts to put it into 
actual practice. The outfit, as received from 
the manufacturers, is not assembled and, 
though very elaborate instructions are given 
with regard to the manner of setting it up, it 
is a somewhat complicated procedure. For 
example, after a rather exhaustive study of 
the written instructions, the writer attempted 
to assemble his own outfit with the result that 
the entanglement was not straightened out un- 
til a representative of the firm of Carl Zeiss 
came down from New York and rearranged 
the parts. Even after the instrument is 
properly set up some little experience and 
practice is required to properly manipulate 
and adjust the parts so that a sharply defined 
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image of the spiral filament of the nitrogen 
burner is obtained. 

To quote from Vogt, “The method is based 
in utilization to the limit of the principle of 
focal illumination. The advantages of the 
latter are a lateral illumination by means of 
an excessively bright sharply defined bundle 
of light, with a dark background. By means 
of the slit-lamp we take full advantage of 
these facts. The light of the nitrogen lamp 
is not thrown directly into the eye, but at first 
filtered through a diaphragm provided with 
a narrow slit. This eliminates aberrant rays. 
Then after passing a diaphragm of suitable 
size, the bundle of light is projected into the 
eye by means of a spherical lens. The densest 
focal part of the luminous shaft is projected 
on to the area which we wish to examine.” 

While Vogt and others advise that the 
examination should be made in the dark room, 
in my own work I have been able to make sat- 
isfactory observations with the slit-lamp in a 
room moderately darkened by drawing the 
window shades. The space occupied by the 
apparatus, the patient, and the observer is 
rather difficult to secure in the average size 
dark room and for the great majority of exami- 
nations it is not necessary to exclude all day- 
light. Objection has been offered to the time 
consumed in making such investigations in the 
routine office work of a busy man. After one 
has had some little experience in making the 
necessary preliminary adjustments of the slit- 
lamp and microscope, it is surprising to see 
how quickly an examination can be made. 
While some cases will necessarily require a 
longer study than others, the average investi- 
gation can easily be accomplished in from six 
to ten minutes and, when one considers the 
vast amount of valuable information to be 
gained from such a study, time should not be 
regarded as an important factor. I have not 
found that patients were unduly fatigued even 
by a prolonged examination and neither do 
they often complain of the brilliancy of the 
light. If the head and chin rests are properly 
adjusted, the position of the patient is not un- 
comfortable and the light is no more annoying 
than that of the electric ophthalmoscope. 


The three essential factors in making a slit- 
lamp investigation are a fixed position of the 
patient’s head, the projection of the beam of 
light at the proper angle on the eye, and the 
correct position of the microscope. In other 
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words the visibility of the different structures 
to be examined is obtained by making fre- 
quent changes in the angle of illumination an.| 
that of observation, as well as by changing 
the focus of the light by adjustment of the 
spherical lens on the bracket of the slit-lamp. 
If it is desired, for example, to view the 
endothelium of the posterior corneal layer, 
after sharply focusing the shaft of light, a 
very wide angle between observation and 
illumination should be chosen. 

In slit-lamp microscopy three main methoils 
of observation are utilized in viewing the dif- 
ferent structures to be examined. 

The first method is by focal illumination, the 
ordinary method by means of which we focus 
a beam of light on to the object we wish to see. 

The second method is that of transillumina- 
tion. By this method some media is used as 
a luminous background in order to transillumi- 
nate some object anterior to it. By means of 
this method it is possible to see the circulation 
in newly formed blood vessels in the cornea, 
vacuoles, and dew-like changes. 

In the third method use is made of the re- 
flected images of limiting surfaces in order to 
study their surface contour. By this method 
we can see the corpuscular elements in the 
lachrymal fluid as they bathe the anterior sur- 
face of the cornea and the endothelial surface 
of the cornea is also brought into view. 

The magnification under which we observe 
with the slit-lamp is from 10 to 100 times. 
Twenty-five diameters is the most practical 
magnification and will suffice for most investi- 
gations. It is interesting to observe the phy- 
siological oscillation of the eyeball when the 
magnification exceeds 80 diameters. So 
marked is this oscillation under high power 
that it materially interferes with accurate ob- 
servations. 

It would be interesting to describe some of 
the many microscopical changes in the normal 
and pathologic eye which have been observe: 
by pioneers in slit-lamp work but word pic- 
tures can give no adequate conception of the 
amazing and beautiful details which are being 
brought to light and which even to the be- 
ginner in this method of investigation im- 
presses one with its great possibilities. ‘The 
beautiful drawings and colored plates in 
Vogt’s Atlas and in recently published articles 
by Bedell serve to give us some intimation 
of what may be expected in the future de- 
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velopment of this work and will furnish a 
stimulus to other men to follow in their foot- 
steps. Years of experience and hard study 
will be necessary to master the technic of slit- 
lamp microscopy and to correctly interpret the 
pictures as we see them, but this should not 
deter the ambitious student in his effort to 
acquire a knowledge of pathological conditions 
not otherwise obtainable. The very fact that 
ophthalmology has demonstrated to scientific 
medicine that the microscope is now capable 
of being used to examine living tissue should, 
in itself, furnish an incentive for developing, 
to the highest state of perfection, a method 
which is destined to lead us to more exact 
findings. From the very limited experience 
I have had in the use of the method, I am 
already impressed with the value of the slit- 
lamp as a practical office instrument and T 
feel that the time is not far distant when it 
will become an important part of every 
ophthalmologist’s equipment. 


At the limbus beautiful views of the vascu- 
lar loops are obtainable. With regard to these 
Von Der Heydt thus describes an interesting 
phenomenon which he recently witnessed: “I 
was transilluminating a small vessel loop. I 
could see the individual red cells as they rolled 
along. I noticed the flow in a certain direc- 
tion, all of a sudden it stopped, then swerved 
back and forth, then it turned in a reverse 
direction, and this phenomenon repeated itself 
at short intervals. I was evidently witnessing 
a change in the balance between arterial pres- 
sure and negative venous suction.” 

The examination of both the normal and 
pathological cornea brings to light new and 
interesting conditions. Physiological and 
pathological dew-like infiltrations of the cor- 
neal epithelium and endothelium are common 
findings seen by transillumination. Hirsch- 
berg’s vessels, a permanent evidence of a for- 
mer interstitial keratitis, were thought to be 
connective tissue remnants. The slit-lamp dis- 
closes these deep vessels to be permanent car- 
riers of blood. Wrinkling of Descemet’s mem- 
brane is a common clinical finding and is an 
evidence of hypotonia. On the posterior cor- 
neal surface, varied flora of leucocytes, red 
blood cells, pigment cells, mutton tallow spots 
and exudative masses in various stages of re- 
cent deposition and absorption are clearly 
visible, 

The aqueous is seen as an optically empty 
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space. In pathology we see leucocytes and 


other cellular elements in circulation or in 
more or less rigid suspension. These cells when 
in motion plainly demonstrate the normal cur- 
rent of the aqueous within the anterior cham- 
ber. They rise in the posterior zone near the 
warm iris and are precipitated anteriorly on 
the back of the colder cornea. 

The iris in slit-lamp studies is an interesting 
structure and its details are brought into view 
with a clearness not obtainable by other 
methods of examination. The pupillary col- 
lar is beautiful to observe especially in its 
active participation in the process of dilatation 
and contraction. Pigment is often absent over 
large areas, an evidence of trauma or more 
often senile depigmentation. 

Slit-lamp studies are developing a new anat- 
omy of the lens and new forms of cataract 
have been isolated and recognized. By shifting 
the position of the bundle of light the lamina- 
tions of the lens have been exposed and we 
see the nuclear surfaces and segmentations and 
have learned to identify them by their con- 
figurations. 

It is interesting and rather disheartening at 
times to study the pupillary space after what 
has been apparently a perfectly successful 
-ataract extraction by the capsulotomy method 
and to note the mass of debris which has been 
left behind. It is equally amazing and gratify- 
ing in a number of these cases to find how 
excellent are the visual results in pupils which 
under the microscope show considerable block- 
ing. 

Tn this brief and imperfect presentation of 
the subject I have only attempted to describe 
a few of the microscopical pictures which have 
been obtained by men who have devoted much 
time to the study of slit-lamp investigations 
and to give you the viewpoint of a very in- 
experienced observer who has had, thus far, 
no special training in this work and whose own 
observations have been made on a limited num- 
ber of private patients in the past few months. 
The work is so absorbing and so fascinating 
in the extreme that I find myself stealing the 
time of many patients in order to study the 
microscopical changes in normal as well as 
pathologic eyes. I find that each day some new 
picture is developed and the art of properly 
manipulating the apparatus to obtain the de- 
sired result is acquired with much less trouble 
than one would expect. While I fully realize 
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that a long experience with some special train- 
ing will be necessary to attain that degree of 
proficiency which will enable one to see and 
correctly interpret the picture, I am confident 
that such a result can be obtained by practice 
and study. 

T am not one of these who feel that slit-lamp 
microscopy must necessarily be confined to the 
activities of a limited group of men or that it 
should constitute a specialty within a specialty. 
I am convinced that it is destined to become a 
routine method of procedure and that the 
ophthalmologist who fails to take advantage of 
the opportunities it affords for the scientific 
and complete investigation of his cases will 
miss the real satisfaction which comes to those 
who, in the study of their patients, avail them- 
selves of all that science has to offer. 


STATUS OF TUBERCULOSIS IN RICH- 
MOND, VIRGINIA, FOR THE 
YEAR 1923. 
By W. NELSON MERCER, M. D., Richmond, Va. 

Definite methods and organization are now 
generally accepted as essential to combat tu- 
berculosis in every American city. Foremost 
among the anti-tuberculosis organization re- 
quirements is the efficient functioning of a 
separate division of tuberculosis with a full 
time clinician in charge. Such a division of 
the Richmond Health Bureau has been in 
operation since February, 1921. 

Co-operation of private physicians and wel- 
fare agencies with the Health Bureau is of 
utmost importance in the control and _ treat- 
ment of tuberculous patients. Physicians 
should constantly be on the alert to diagnose 
tuberculosis in the first stage, and, if in doubt 
of the nature of the disease, to call the Tuber- 
culosis Clinician into consultation or refer the 
patient to the Tuberculosis Clinic for exami- 
nation. Then, as soon as a positive diagnosis 
of tuberculosis is made, to require the patient 
to begin immediately the routine treatment, 
preferably in a sanatorium. 

Welfare agencies can render valuable assist- 
ance by financing tuberculous patients in sana- 
toria, and by providing for the families of 
these persons while they are unable to support 
themselves. 

It is appropriate, therefore, that the tuber- 
culosis situation in Richmond during the year 
1923 be summarized for the information of 
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the medical profession and all welfare agencies 
concerned in the eradication of this disease. 


CoNSULTATION SERVICE 


The Tuberculosis Clinician was called in 
consultation by private physicians 85 times 
durig the year—62 times by white and 23 
times by colored doctors. Eighty-eight )a- 
tients were thus examined, 82 of whom were 
tuberculous and 6 non-tuberculous. Thirty- 
one were sent to sanatoria; the others remained 
at home for treatment or left the City. 


HospiraLt SERVICE 


Facilities for the treatment of white tuber- 
culosis patients in Pine Camp Sanatorium, and 
for colored cases in the City Home, were much 
improved during the year, due to construction 
of modern buildings at Pine Camp. The 
capacity of Pine Camp was increased from 36 
to 84 when the new buildings were opened on 
November 17, 1923. 


There were 107 patients given free sana- 


torium treatment at Pine Camp during 1923, 


and of this number 33 were discharged as im- 
proved; 18 were discharged as unimproved or 
left against medical advice; 13 died; and 43 
remained under treatment on December 31, 
1923. 


INTENSIVE ANTI-TUBERCULOSIS CAMPAIGN 


From February 1 to April 15, 1923. the City 
Health Bureau, with the co-operation of the 
Bureau of Tuberculosis Education of the Vir- 
ginia Board of Health, conducted an intensive 
campaign aganist tuberculosis in Richmond. 
Publicity in the form of newspaper articles, 
lectures in churches, lodge rooms, and other 
halls, distribution throughout the City of large 
signs, etc., served to arouse public interest. 
Day and night clinics were held. 

The City and State tuberculosis clinicians 
gave a course of lectures and practical demon- 
strations in the diagnosis of pulmonary tu- 
berculosis at the Tuberculosis Clinic to a class 
of physicians. The moving picture film issued 
by the U. S. Public Health Service, showing in 
detail the technic of chest examination, was 
exhibited to the medical profession of the City 
and proved most instructive. 

As a part of the campaign, Dr. Wm. R. P. 
Emerson, of Boston, conducted a Nutrition In- 
stitute for Undernourished Children, which 
was attended by physicians, nurses, teachers, 
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parents, and a variety of social service work- 
ers. 


ReporTING OF 


During the year 1928 there were reported to 
the Health Bureau 598 tuberculosis cases, of 
which 374 were white and 224 were colored 
persons. White physicians of the City reported 
114 white and 38 colored cases—a total of 152. 
Colored physicians reported only 21 colored 
cases. 

The Tuberculosis Clinic reported 242 cases— 
173 white and 69 colored. From miscellaneous 
sources 183 cases—87 white and 96 colored— 
were reported to the Bureau. 

The object of having all tuberciwosis cases 
reported is to make certain that every case in 
the City is under supervision by some private 
or public agency. 


Tuberculosis Cases Reported to Health Bureau 


in 1923. 

Reported by White Colored Total 
114 38 152 
21 21 
Tuberculosis Clinic. ............ 173 69 242 
87 96 183 


TuperctLosis Cases UNDER SUPERVISION 


On January 1, 1923, there were 543 tuber- 
culosis cases remaining under supervision in 
the City, and 391 new patients were added 
throughout the year, making a total of 934 
cases under supervision during the year. Of 
this number 697 were white and 237 colored, 
as shown in the following table: 


Tuberculosis Cases Under Supervision During 1923. 


White Colored Total 


Male |Fem. | Total| Male |Fem. |Total|Male | Fem. |T otal 


Remaining 
Jan. 1,1923_ | 185 | 237 | 422 58 63 | 121 | 243 | 300 | 543 
New Cases 
During 1923 | 136 | 139 | 275 56 60 | 116 | 192 | 199 | 391 


Total_... | 321 | 376 | 697 | 114 sia Hats 435 | 499 | 934 


Of the 598 cases reported during the year, 
391 were under supervision on December 31, 
1923, as follows: 
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Status of Cases Reported During 1923 at End of Year. 
Total Under 
Reported} Supervision Died Left Total 
Dec. 31, 1923 City Discharged 

0 374 275 45 54 99 

Colored_...| 224 116 70 38 108 

Total___.| 598 391 115 92 207 


TupercuLosis 

There were 203 deaths from pulmonary tu- 
berculosis in Richmond in 1923, 83 white and 
120 colored. With 697 white and 237 colored 
‘ases under supervision, there were approxi- 
mately 8 white and 2 colored cases under su- 
pervision per annual death. 

Cases Under Supervision Per Annual Death. 


No. Deaths | No. Cases | No. Cases 
from Pulmon- Under Under 

ary Tubercu- | Supervision | Supervision Per 
losis, 1923 Annual Death 


83 697 8.4 
203 | 934 | 4.6 


Tuberculosis Death Rates for 1923. 


Population No. Deaths Death Rate 

per 100,000 
126,200 83 66 
54,844 120 219 
181,044 203 112 


Among the factors causing the much higher 
colored death rate (3.3 to 1) may be mentioned 
the following: (1) Racial susceptibility and 
ignorance: (2) Insanitary living conditions; 
(3) Failure of patients to be examined and 
start proper treatment in the first stage of 
the disease: (4) Failure of physicians to diag- 
nose and report early cases, 

TUBERCULOSIS CLINIC 


Summary of Patients Examined in Tuberculosis 
Clinic During 1923. 


Non-Tu- No. No. 
Tuberculous | berculous| Suspic s Patients 
Tuberculosjs 
Clinic: 
White_-__- 332 317 13 662 1,262 
Colored _ - 121 199 17 337 509 
Nutrition 
Clinic: 
White__-- 11 198 5 214 379 
Colored _ - 6 35 3 44 94 
470 749 38 1,257 |2,244- 
' 
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How Parients Were Rererrep to CLINIc 

There were 897 new patients referred to 

the Tuberculosis Clinic and the Nutrition Clinic 
as follows: 


Patients Referred By 


176 


Occuvations or New Tupercunosts Patients 


The occupations of the 255 new positive tu- 
berculosis patients attending the clinic were as 
follows: 


Method of Exposure to Tuberculosis by New Patients 
Having Tuberculosis, Attending Clinic During 
1923. 


Relative Other |No History 
In Home | in Another) Exposure of Expo- Total 
Home sure | 
| | 
White____- | 70 9 7 90 
Colred | 24 0 2 @ 
Total. | 94 9 9 143 | 255 


Tuberculosis Patients Referred to Sanatoria in 1923. 


Referred by 
Name of Transfer | 
Sanatorium | Tubercu- | Private Consul- from other | Total 
losis Physician tation Hospitals 
Clinic 

Pine Camp 44 10 20 9 83 
City Home 16 29 4 11 
Blue Ridge 19 15 5 3 42 
Piedmont 10 1 13 

Total__- 96 59 31 23 209 

SumMMaRY 


1. Richmond physicians utilized the free 
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consultation service of the Tuberculosis Clini- 
cian more frequently than in previous years. 

2. Of patients under treatment at Pine 
Camp Sanatorium, 30.8 per cent were dis- 
charged as improved, showing an increase in 
the percentage of improvement. 

3. The intensive anti-tuberculosis campaign 
brought to the attention of the public the neces- 
sity of diagnosis and proper treatment of all 
cases in the first stage of the disease. 

4. Of the 934 cases under supervision dur- 
ing 1923, 542 had been supervised the previous 
year, and 391 new cases were added. 

5. Among the 598 cases reported in 1923, 
115 died, and 92 left the City before December 
31st. Of the total of 203 deaths, 56 per cent 
were of cases reported during the year, indicat- 
ing delay in reporting cases until in an ad- 
vanced stage. 

6. The number of white tuberculous patients 
under supervision per annua! death was about 
the recognized average, or 8.4, while only two 
colored cases per annual death were being 
supervised. 

7. Although the colored death rate was 3.3 
times the white rate, the total death rate of 
112 per 100,000 was the lowest in the history 
of the City. and compares favorably with other 
cities of equal size and similar population. 

8. The Tuberculosis Clinic is recognized as 
a center for the diagnosis and instruction of 
all tuberculous citizens who are unable to pay 
for the private services of a physician. Visits 
to the Clinic averaged 1.9 per white patient, 
and 1.5 per colored patient. The percentage 
of definitely tuberculous cases examined at the 
Clinie was: White, 50.1; Colored, 35.9. 

9%, Private physicians referred 12.4 per cent 
of all cases to the Clinic for examination. 

10. Among the occupations of new tuber- 
culous patients examined at the Clinic, 29 per 
cent were laborers, and 21 per cent were house- 
wives. Only 6.2 per cent were employed in 
tobacco factories. 

11. Fifty-five per cent of tuberculous pa- 
tients denied any exposure to tuberculosis, 
while 36.8 per cent gave history of exposure in 
their own homes. 

12. Of the 598 cases reported to the Health 
Bureau, 209, or 34.9 per cent were sent to 
sanatoria in this and other states, and 143, or 
23.9 per cent were given sanatorium treatment 
free of charge in Richmond. 
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ConcLUsions 


1. The campaign against tuberculosis is 
showing gratifying results in Richmond. 

2. The problem of lowering the negro mor- 
bidity and mortality tuberculosis rates demands 
increasingly intensive methods. 

1001 West Grace Street. 


VARIANTS OF THE STAPHYLOCOCCUS 
AND STREPTOCOCCUS SIMULATING 
THE GONOCOCCUS IN CHRONIC 
UROLOGICAL INFECTIONS.* 

By THOMAS V. WILLIAMSOM, M. D., Norfolk, Va. 


Staff Urologist to Protestant Hospital; Consulting Urologist 
to U. S. Veterans’ Bureau. 


This article is based upon a series of clinical 
and laboratory observations of the variants of 
the staphylococcus and streptococcus. We find 
in professional life many phenomena which in- 
trigue the mind, baffle the understanding, and 
stimulate the imagination. Not the least of 
these has been the apparent disregard of these 
two organisms to the established laws of mor- 
phology. As urologists, we are most especially 
interested in their behavior within the genito- 
urinary tract where we quite frequently find 
them associated, either primarily or second- 
arily, with the gonococcus: In this event, 
morphotie deviation from the ground type is 
confusing, to say the least, and the profession 
has long felt that, in this respect, there are 
certain factors lacking in what it regards to 
be a satisfying complement of knowledge. The 
relative paucity of literature applicable to 
everyday professional life relating to this 
atypical morphosis is quite evident, and the 
writer feels that an article, which may serve to 
stimulate professional expression on this sub- 
ject, is timely. 

The object of this paper is not an attempt 
to relieve the gonococcus of morbid responsi- 
bility. It is rather an effort to assist in es- 
tablishing a state of knowledge concerning 
chronic urethral infections, which is compatible 
with reason. Politic conduct of the practice 
of medicine is, at times, very rightly and prop- 
erly at wide variance with reason. For the 
best interest of all concerned, any diplococcus 
observed in the urethral discharges, either acute 
or chronic, primary or secondary, should be re- 
garded as the gonococcus until proved other- 
wise. Although this is an excellent precau- 
tion to take until exact etiology is ascertained, 
it is often harshly and gratingly contrary to 
opRead before the Norfolk County Medical Society, June 6, 
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reason. We inherently feel that such organisms 
may not be gonococci because the indications 
of infection time and clinical symptoms point 
to the contrary. 

One reasons thus: it is a known fact that the 
vast majority of acute pyogenic infections 
within the urethra are caused by that inveter- 
ate foe of moral turpitude, the gonococcus, and 
that, when once established there, it may per- 
sist for years. That we do not often see it 
after three years is the experience of us all 
and, that it usually disappears in much less 
time than that, under adequate treatment, is 
the generally accepted belief.’ I know of no 
authentic case in which the disease did not 
eventually respond to treatment. 

We know that acute gonorrhea is lamentably 
easy to transmit while, for obvious reasons, 
from the standpoint of transmission, we con- 
cede that the chronic stage is the most dan- 
gerous. But, if we multiply our professional 
experience, with our own patients, by the tens 
of thousands of others who have had the dis- 
ease, we appreciate the fact that countless num- 
bers harboring a lingering, catarrhal urethritis 
do not infect sexual partners. Broadly digest- 
ing this knowledge, we conclude that secondary 
infections often outlive the primary, since we 
cannot, logically and reasonably, conceive of 
the gonococcus so often living in man attenu- 
ated to the degree that it will not pick up 
virulence and gain new life when transplanted 
upon fresh human culture media. We fully 
appreciate the actuality that this organism 
may become so attenuated in a given individual 
that the morbidity occasioned by it may be 
reduced to an inconsequential inconvenience; 
but experience has taught that it quickly re- 
assumes its pristine virulence when transferred 
to a new feeding ground. 

We know that the first several inches of the 
outer urethra is a normal habitat of multitudes 
of bacterial parasites which are easily per- 
suaded to become pyogenic, if an avenue of en- 
trance is created for them. Limiting the dis- 
cussion to that form of urethritis, set up by 
the gonococcus, we perceive that, while this 
organism yet lives, mixed infection may result, 
which may persist for an indefinite time. 

Personally, I feel that we undervalue the 
phase of mixed complicity with the gonococ- 
cus. I believe that from the very beginning 
the pure gonorrheal type of the disease, in 
many instances, quickly becomes a mixed in- 
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fection. From their inception, we see dis- 
charges which vary noticeably in color. Some 
are greenish, some are yellow, some are lemon, 
some are white. That different strains of the 
gonococcus should possess this chromogenic 


variation is questionable. Culture of different 


colored discharges, made for the subject mat- 
ter of this article, shows that other organisms 
are present. For instance, in the green shade 
of the discharge streptococcus viridans and the 
bacillus pyocyaneous have been found, while 
the staphylococcus aureus, citreus and albus 
have been present in the lighter shades. Quite 
logically, one may suspect that from the 
earliest urethral activity the gonococcus allies 
itself with some organism which possesses cer- 
tain chromogenic peculiarities when growing 
on either a natural or an artificial substratum. 

I am much more apprehensive of the infec- 
tions exhibiting the greenish discharge than of 
the other color types. They are usually more 
virulent; they are predisposed to fulminating 
complications, and they seem to be more ad- 
dicted to the production of stubborn sequelae. 

Whether or not the gonococcus is eliminated 
by adequate treatment, or falls a victim to the 
overpowering onslaughts of innumerable 
secondary marauders, does not concern our rea- 
soning. We finally arrive at the point where 
we conclude that there are many instances of 
urethral inflammations which began as a gonor- 
rhea, which do not now show the gonococcus 
but, in which we observe diplococci so closely 
resembling that pathogerm, to the casual 
glance, that we are compelled to resort to the 
finer and more complicated methods of exami- 
nation to be certain of our diagnostic ground. 
We are then confronted with secondary infec: 
tions kept alive by organisms whose morphotic 
deviation from the ground type is a source of 
diagnostic uncertainty and which, doubtless, 
have been greatly responsible for much of the 
hesitancy on the part of the profession in 
prognosing the future of the one time gonor- 
rheic. 

The two major micrococcic offenders in pyo- 
genic infections of the urethra and adnexa are 
the gonococcus and the staphylococcus. Of 
course there are other forms of bacterial life 
causative of or associated with such infections, 
but they are not the consistent malefactors 
against the physical well-being of the urologi- 
cal tract as these two have proved themselves 
to be. The streptococcus is quite often found 
in these morbid processes and, while it is not 
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so frequent as the staphylococcus, it seems to 
induce graver symptoms and more intractable, 
destructive pathology. 

On the grounds of frequency of occurrence 
and similarity in characteristics, other micro- 
cocci are not so apt to be confused with the 
gonococcus as the variants of the two already 
named. The micrococcus catarrhalis is a true 
Gram-negative diplococcus and may be char- 
acteristically intracellular, but it does not oc- 
cur with the same degree of regularity or fre- 
quency. In contradistinction to the gonococcus, 
it thrives luxuriantly upon any ordinary cul- 
ture media and, while so growing, its culture 
showing makes differentiation from the gono- 
coccus comparatively simple. Broadly speak- 
ing, although the prudent diagnostician should 
be keenly alert to the possibility of a varied 
infection contingency, he finds that he encoun- 
ters the combination of gonococcal and staphy- 
lococeal pathology much oftener than all the 
rest and that, when the streptococcus is present, 
he meets a more acute symptomatology. 

It is generally conceded that staphylococcal 
infections are the more frequent while strepto- 
coccal incursions are the more virulent. With 
this one reservation, the general remarks con- 
cerning them in the urological tract are prac- 
tically the same. They are everywhere. They 
are concerned in all kinds of pus formation in 
all parts of the body. They are preternaturally 
busy and readily become accessories to urologi- 
cal infections. From the prognostic and diag- 
nostic standpoint, they would not be so trouble- 
some to the urologist if they were consistently 
true cocci which stain uniformly. But they 
are not loyal to the textbook standards of 
bacteriology. They insist on being perverse 
and inconstant. They may be oval in shape or 
grouped together in pairs and be sharply di- 
plococcic in outline. They are usually Gram- 
positive but, in the presence of albumen or 
when protected by an intracellular position, 
they may be relatively Gram-negative. In 
these inconsistent respects, we find, in them, 
organisms which dangerously simulate the 
gonococcus and, should the basic aniline stains 
be the sole criteria of diagnosis, they will in- 
evitably be mistaken for it. 

They may reach the urological tract by 
haematogenous transportation from distant 
foci in the tonsils or teeth; they may transmi- 
grate from the lower bowel; they may descend 
from the kidney, and, since they reside nor- 
mally, as parasites, within the outer urethra, 
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they may become pyogenic following trauma, 
chemical erosion or gonorrheal invasion of that 
structure. I have treated a number of virulent 
infections following an influenza. That variants 
of these two organisms must be associated with 
the gonococcus to simulate that organism is 
a mistaken impression. Martin’ has succeeded 
in isolating the diploid staphylococcus from 
the urine of children in whose histories no sus- 
picion of gonorrhea could be traced, while 
Hargrave’ has found it in the vaginal secretions 
when that disease was not in question. 

No well informed practitioner would think 
of disputing the fact that these chronic ure- 
thral and adnexal manifestations constitute a 
major problem of diagnosis, prognosis and 
management. Verily they are so consistently 
puzzling that all of us have lamented the lack 
of quicker, simpler and more certain methods 
of arriving at an exact understanding of them. 
To account for these variants from the ground 
types encountered in this pathology, we see 
mentioned pleomorphism and involution or de- 
generation of bacteria. These phenomena con- 
cern extremely interesting phases of bacterial 
life: a more acute understanding of which will 
dissolve no little of the fog of perplexity which 
obscures the subject under discussion. 

It was at one time believed that Lankester 
and others had conclusively shown that certain 
species of bacteria pass normally through 
coccus, rod, spiral and filament forms in the 
course of their development.* To this develop- 
mental phenomenon the term pleomorphism was 
applied. Other species were regarded as strictly 
monomorphic exhibiting at all times a single 
growth form. The more recent opinion is, that 
bacteria are divided into a limited number of 
varieties according to their form and action 
but these varieties never change into other 
forms. It is thought that errors in technique, 
resulting in contamination of the cultures, 
were responsible for the original view of 
pleomorphism. Pleomorphism means the 
property of having many forms, and the pres- 
ent interpretation of the term is to the effect 
that an individual variety of bacteria may 
appear to possess more than one shape under 
different conditions of growth. For instance, 
the staphylococcus may be both round and di- 
ploid and yet retain its basic classification as 
a coccus. 

Recent studies in the hydrogen ion concen- 
tration relative to bacterial life show that the 
shape of these micro-organisms is easily in- 
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fluenced by variation of the conditions sur- 
rounding their artificial growth, and that such 
change in shape does not materially alter their 
pathogenicity. Physiology of bacteria is more 
important than morphology. 

Changes in form of individual members of 
different species of bacteria are not always the 
result of untoward growth environment. Hiss 
and Zinsser’ mention that certain organisms, 
when thriving under apparently ideal and nor- 
mal culture conditions, will present perfectly 
healthy but atypical individuals. However, 
these variants do not depart from the parent 
type, i. e. if the parent is a bacillus the 
variants will be bacilli They may simply 
show an unnatural clubbing, or beading or 
staining, or other peculiarity, and cannot, un- 
der any condition, be propagated into a dis- 
tinct type which differs from that of the parent. 

To frame a broad and comprehensive defini- 
tion of pleomorphism, we may say that the 
term means a change in form of individuals in 
a species of bacteria with no corresponding 
alteration of primal pathogenic properties. 

Naegeli applied the term involution to bac- 
teria. He observed that under certain condi- 
tions there appeared in cultures of different 
species, especially the rod like forms, irregu- 
larly swollen and distorted individuals. His 
opinion, that they were produced by imperfect 
and degraded growth, has been abundantly 
substantiated until now, as Zinsser observes, 
most any micro-organism, when growing under 
inhibitory influence, or as the victim of mal- 
nutrition, may become degenerated to an ex- 
tent that it may be morphologically unrecog- 
nizable. In speaking of involutes or degener- 
ates in the bacterial family, one pictures in- 
dividuals which are distorted, broken down, 
starved out or crippled. The image of clear 
cut, sharply outlined, healthy specimens is not 
visioned. 

Both tyes are readily demonstrated in the 
human discharges, so that we have a more 
comprehensive idea of this atypical morphosis, 
if we bear in mind both pleomorphism and in- 
volution. Whether or not such changes are 
due to some natural phenomenon, resulting in 
pleomorphism, or to attrition, with consequent 
degeneration, is really immaterial from the 
standpoint of diagnosis, since culture and sub- 
culture will always establish, the basic identity 
of the parent type. The vital point to bear 
in mind is that these minute members of the 
plant family are not constant in form, and, 
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since they cannot change much in shape with- 
out encroaching on the form characteristics of 
other genera within the same class or group, 
they might, by cursory examination with the 
simple basic stains, be confused with kindred 
genera. It is encouraging to know that atypi- 
cal, degenerated or pleomorphic bacteria, when 
transferred to an artificial environment hav- 
ing an abundant complement of light, air, 
moisture, heat and food, will reassume the 
morphological identity of the type from which 
they sprang. Thus we find that atypical 
staphylococci and streptococci will become true 
cocci again and be uniformly Gram-positive. 


The incident of atypical deviation from the , 


normal form in these two organisms, when liv- 
ing within the urethra and adnexal contiguities, 
is much greater than might be suspected by a 
casual study. It is really striking, and, at 
times, startling to observe how closely they 
simulate the gonococcus, not only in shape, but 
in staining reaction and seeming intracellular 
position as well. A beautiful picture of the 
similarity in shape may be seen on page 110, 
plate IX, figure 2, Key’s Urology. <A re- 
peated search for them will reveal the diploid 
form in nearly all cases of catarrhal urethritis. 
In our series, we found them in 75 per cent of 
all cases. 

I believe it is correct to say that these or- 
ganisms are not Gram-negative, although they 
may appear to be relatively so. In so far as 
I have been able to learn and observe, they 
may be relatively Gram-negative for the fol- 
lowing reasons: the staining reagents may be 
weak, impure or decomposed; the slide may be 
greasy and unclean; the albuminous urethral 
media may protect them from the stain, and, 
if by chance they should be intracellular, they 
may be inaccessible to the stain. They are 
Gram-positive in culture. 

My experience has been that these organisms 
are not often intracellular. I am not prepared 
to state definitely that they ever are. They are 
prone to be superimposed upon epithelial cells, 
and, at times, they are present in such enor- 
mous numbers that, while they seem to be intra- 
cellular, they are in reality lying upon the leu- 
cocytes. 

The microscopic picture is, as a rule, a hetero- 
geneous one. Diplococci are scrambled with 
cocci and the size of each may vary consider- 
ably. “This is not always the case. In some 
specimens the only organisms demonstrable 
are true diplococci, but their affinity to epithe- 
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lial cells and general extracellular position is 
quite suggestive that they are not gonococci, 
even if they should be relatively Gram-nega- 
tive. 

When a decision of any gravity is in order, 
it should not be based on staining criteria 
alone. There are too many loopholes for error 
to slip in for this to be advisable. Parker® 
very aptly states that carefully repeated cul- 
ture and subculture is the most steadfast re- 
liance and should always be resorted to when 
in doubt. He thinks that the microscope, by 
itself, cannot be relied upon for a final decis- 
ion. 

In speaking of culture of these discharges, 
it seems rather odd and surprising to note, in 
the initial microscopic examination of the 
urethral contents, so many instances in which 
diplococci are present, and then to find that 
none show up on the culture media. Instead, 
there appear typical colonies of staphylococci 
or streptococci. From this, one very naturally 
supposes that these organisms have been mas- 
querading as diplococci, and, in this manner, 
some of the apparent failures to grow the 
gonococcus may be explained. In some of our 
cases, Martin noticed now and then that the 
individuals in an occasional colony of staphy- 
lococci would be diploid in shape, while the 
colony presented all the cultural characteristics 
usually observed in staphylococcic growth, 
and that when subcultured the organisms would 
discard the diploid outline for that of the true 
coccus. 

A check of the results from culture in two 
hundred of these chronic cases shows that no 
gonococci were found in the fifty-two giving 
a bona fide history of a three year lapse since 
the initial infection. In the remaining one 
hundred and forty-eight cases, this organism 
was not often demonstrated after nine months, 
even when the patient had had but indifferent 
treatment. The longest infection time which 
could be reasonably proved on the gonococcus 
was nineteen months Repeated examinations 
were made after vigorous provocative therapy 
to the urethra, prostate and vesicles. This para- 
graph is not inserted for the purpose of refuting 
or nullifying the findings of contemporary uro- 
logists whose results do not entirely accord 
with these. It is set down to substantiate a fore- 
going statement to the effect that we do not 
often find the gonococcus after a lapse of three 
years from the primal activity. It is the ex- 
perience of every urologist with whom I have 


‘ 
t 
( 
\ 
s 
t 
I 
d 
q 
t] 
tl 
WwW 
XUN 


1924] 


spoken that a longer existence time than this 
is rather unsual. When the findings are to the 
contrary, it is quite in order to scrutinize the 
history for possible flaws. The indefinite sur- 
vival of the gonococcus, as a pathogenic or- 
ganism, is the exception rather than the rule. 
The rapidly accumulating mass of statistics 
compiled from extensive laboratory data, indi- 
cates that this observation is well founded. It 
is appropriate and permissible to remark, in 
this connection, that exact culture readings are 
essential before deciding the etiology of chronic 
urethral discharges wherein diplococci are in 
question. 

The percentage of erroneous histories given 
on the first interview with the patient warrants 
more than passing mention. Since their trouble 
is connected with moral laxity, some of these 
patients attempt to conceal the more recent 
falls from grace and do not hesitate to mislead 
their medical advisor. This is especially true 
of the less intelligent married class who fear 
the consequences of exposure at home, and who, 
for protection in that quarter, seek to lay the 
blame of the present difficulty on some more 
remote indiscretion. After the patient and 
physician become better acquainted and the 
former learns that concealment is unnecessary, 
the true state of affairs is often revealed. Thus 
the percentage of indefinite infection time is 
materially lowered. This occurrence has hap- 
pened so frequently in the present series that 
the writer feels it is not amiss to suggest that 
some leniency should be accorded the gonococ- 
cus before it is damned to preternatural 
longevity in a given case. Seeking moral 
whitewash or domestic security, many men are 
shameless liars. I prefer to trust professional 
experience relative to the longevity of the 
gonococcus any day, rather than place impli- 
cit reliance in an individual history. 

This article is intended to deal exclusively 
with the similarity of the variants of the 
staphylococcus and streptococcus in relation to 
the gonococcus. Without going into tiresome 
details and statistics of the many discharges 
cultured and hundreds of microscopic exami- 
nations made, the following conclusions are 
drawn: 

(a) Most primary gonorrheal invasions 
quickly become mixed infections. The color of 
the discharge is indicative of the variety of 
the associated organisms. 

(b) Thesuperior staying qualities and over- 
whelming numbers of secondary aggressors 
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seem to enable them to drive out the gonococ- 
cus and leave them in possession of the urologi- 
cal field. The numerical balance among these 
secondary organisms, is strongly inclined to- 
ward the staphylococcus. This conclusion 
naturally embraces the elements of time and 
thorough, adequate and rational treatment. 

(c) Diploid staphylococci and streptococci 
are not necessarily associated with the gono- 
coccus to assume that shape. They may be 
found in urological tracts which have never 
suffered a gonorrhea. They are frequently ob- 
served following an attack of influenza. 

(d) At one time or another they may be 
demonstrated in the vast majority of cases of 
urethral catarrh. 

(e) The basic aniline stains are absolutely 
unreliable criteria of accurate diagnosis. Gram’s 
stain is relatively so. 

(f) A heterogeneous show of micrococci 
under the microscope is indicative of a second- 
ary infection with staphylococci or strepto- 
cocci, it matters not what the shape may be. 

(g) Careful, repeated culture is indicated 
in every doubtful case. 

(h) The final significance of these findings 
is that so-called chronic gonorrhea is often not 
gonorrhea at all, but is a secondary infection; 
and that diplococci appearing in persistent 
urethral discharges are not necessarily gono- 
cocci, no matter what the staining reaction may 
be. A knowledge of this fact should not incline 
the profession toward carelessness in dealing 
with these cases. It should rather stimulate an 
heightened thoroughness in determining the 
exact etiology for it would be just as disas- 
trous to fail to recognize the gonococcus as it 
might be to confuse other organisms with it. 

I can conceive of no greater injustice which a 
member of our profession could do to a fellow 
human than to brand him as a gonorrheic 
when he is not, especially when this damning 
decree is handed down to an individual who 
now may be leading a continent or a clean 
married life; it matters little what his past 
may have been. Asa profession, we have been 
led to believe that the gonococcus is intran- 
siently antagonistic to death and we have 
cloaked its activity with a mantle which, like 
Joseph’s coat, never fades. This attitude of 
mind is, for the most part, terribly unfair to 
our patients. Not infrequently, straight-living 
married men consult us whose moral indiscre- 
tion is a thing of years long gone. They have 
a urethral catarrh in the discharge from which 
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diplococci may literally teem. Notwithstand- 
ing the age old belief regarding their long life, 
common sense tells us that these organisms can- 
not be gonococci because no man can co-habit 
with his mate under these conditions without 
having infected her at some time, if they were 
gonococci. A woman must have once suffered 
a gonorrhea to become partially immune to that 
individual strain of the gonococcus. I doubt 
if there is a physician within the sound of my 
voice but who has found himself in the awk- 
ward position of dealing with such cases. It 
i@ with this type of pathology that this article 
is chiefly concerned and I maintain that we 
owe a pressing obligation to humanity to unite 
in a common effort to more clearly understand 
this great problem. The present conception of 
gonococcal activity seems to be neither alto- 
gether correct, nor is it quite in keeping with 
the spirit of professional progress in other 
fields. We should strive to arrive at a state 
of knowledge wherein we definitely know when 
the gonococcus is in question or when its simu- 
lants are the etiological factors of disease. 

I wish to publicly credit Dr. Walter B. Mar- 
tin with a generous share in this work. We 
have been studying the subject together for 
some years, he from the laboratory side, the 
writer from the clinical and microscopic side. 
In a large measure, it has been a joint effort. 

I also desire to express my appreciation to 
Mr. H. G. Parker, Bacteriologist and Patholo- 
gist for the City of Norfolk, for his patient, 
untiring assistance and invaluable technical ad- 
vice. 
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INGUINAL HERNIA.* 


By D. T. TAYLOE, Jr.. M. D., Washington N. C. 
Surgeon to Washington Hospital, Washington, N. C. 


The treatment of inguinal hernia depends 
upon the age, size, and general health of the 
patient, and the size and type of the hernia. 


*Read before the Seaboard Medical Association of Virginia 
-_— North Carolina in Newport News, Virginia, December 4-6, 
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All things being equal, a truss is only indi- 
cated during infancy and old age, and in cases 
where co-existing diseases contraindicate 
operation. Even in these types of patients 
complications frequently arise demanding sur- 
gical aid. During childhoed a truss should 
be worn until the fifth year; at the end of this 
time unless there is marked improvement or a 
cure established operation should be advised. 
In youngsters where the hernia is extremely 
large and interferes with the general healti 
of the child or if the hernia becomes incar- 
cerated or strangulated, operation is indicated. 
It has been the experience of most surgeons 
that a large percentage of indirect inguinal 
hernias in childhood are curable by a properly 
fitted truss. In old age where the tonicity of 
the tissues is below par, and where the anat- 
omy is greatly distorted by a constantly worn 
and frequently ill-fitted truss, where the re- 
action of the tissues is slow, union poor and 
weak, confinement to bed dangerous; opera- 
tion is likely to be a failure and sometimes fol- 
lowed by disastrous complications. This type 
of patient has worn a truss through life and 
as he grows older the tissues become relaxed 
and attenuated, the hernia increases in size to 
the extent that it can no longer be retained by 
a truss, strangulation sooner or later occurs 
demanding operation. This is the type of case 
that greatly increases the percentage of re- 
currences. 

In complete inguinal hernias and relaxed 
external inguinal rings are common occur- 
rences. It has been my brief experience that 
these cases frequently present such vague 
symptoms and indefinite physical findings that 
it makes accurate diagnosis at times extremely 
difficult or impossible; hence many of these 
cases go about from one man to another being 
treated for cholecystitis, visceroptosis, indi- 
gestion, etc., frequently operated upon for 
chronic appendicitis. Of course, if it is obvious 
that the patient has an incomplete hernia or 
relaxed ring that is producing symptoms, I 
think operation is advisable, but at the same 
time I do not think it justifiable to operate 
upon every case of relaxed external ring with 
no other indication. In these doubtful cases, 
especially in young adults, if a truss is ap- 
plied for a while, a cure may be established, 
or at least the symptoms relieved. If after 
the truss is discontinued the symptoms recur, 
the diagnosis is no longer doubtful, operation 
is indicated. This simple and safe procedure 
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will in the long run avoid unnecessary operat- 
ing on at least a few cases that will be of no 
benefit to the patient or the surgeon himself. 

Before beginning any operation for hernia, 
very careful pre-operative preparation of the 
operative field is quite important in avoiding 
infection, as we all know that infection is the 
common cause of recurrences. It is the object 
of every operator in repairing a hernia to 
reconstruct the inguinal canal and make it as 
strong as possible in an effort to guard against 
a recurrence, but in our effort to cure the 
hernia not to create another abnormal condi- 
tion such as atrophy of the testicle or unpleas- 
ant post-operative sensory disturbances. In 
operating for inguinal hernia great care should 
be taken not to injure the ilioinguinal or ilio- 
hypogastric nerves or sensory disturbances 
will develop. The tissues should be handled 
very gently, especially in separating the sac 


Fig. 1—Showing opened inguinal canal. Hernia and 
incised Cremaster Muscle. 


from the cord, as here we can easily damage 
the vas deferens causing future impairment of 
the testicle, or tear some of the small blood 
vessels causing a troublesome oozing which if 
not entirely controlled will greatly predis- 
pose to infection. High ligation of the sac is 
considered by all a very important step in any 
operation for hernia; this obviates the forma- 


tion of a funnel-shaped depression in the peri- 
toneum which somewhat predisposes to a re- 
currence. It is best to open the sac near the 
internal ring, insert the index finger into the 
sac and with a dry piece of gauze separate the 
sac from the cord above the internal ring. In 
children and in young adults, after the sac is 
separated, ligated and removed, the stump im- 
mediately retracts out of sight beneath the in- 
ternal oblique, but in cases of large indirect 
hernia in elderly individuals where the elas- 
ticity of the peritoneum is not so great this 
does not occur. Here we transplant the stump 
of the sac and fix it to the inner surface of 
the abdominal wall above and median to the 
internal ring, the suture being passed from 
within outward and tied into the internal 
oblique or the aponeurosis of the external 
oblique. Occasionally in direct hernias where 
the mouth of the sac is very large, we remove 
the pouting sac and close the opening in the 


Fig. 2—Showing sac opened and separated. Large defect 
at lower internal angle of canal. 
peritoneum, as is done in appendectomy by 
continuous suture. While handling the sac of 
any hernia always make a careful search for 
a co-existing femoral or direct and indirect 
hernia. Very often in operating for direct 
hernia a small indirect sac can be found coming 
out externally to the deep epigastric vessel. 
This is best demonstrated by traction on the 
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cord. Where this exits it is best to convert 
the direct into an indirect sac by sliding the 
peritoneum beneath the deep epigastric vessels 
thus obliterating the direct sac. 

In operating for indirect inguinal hernia in 
children and young adults where the hernia is 
small, the muscles well developed and the re- 
generative powers of the patient good, most 
any of the operations now being done gives 
very satisfactory results. But in cases of direct 
hernia, double or single, and in large indirect 
hernias in elderly individuals where the 
muscles are flabby, anatomy distorted, all struc- 
tures attenuated, and the reaction of the tissues 
only fair, even the best operators and opera- 
tions are put to a test. In these types of 
hernias there usually exists a very large defect 
at the lower internal angle of the inguinal 
canal to be repaired and in doing so a consid- 
erable amount of tissue is frequently required. 
In reconstructing an inguinal canal so dam- 
aged and distorted, it is often necessary where 
the conjoined tendon is flabby and poor to 
utilize the rectus muscle. This is made simpler 
by severing the anterior sheath of the rectus 
muscle near its fusion with the aponeurosis of 
the external oblique. This procedure is es- 
pecially of value in cases of double direct 
hernia and in other cases where the tension of 
the tissues is too great. In these cases where 
recurrences are most feared, a complete trans- 
plantation of the cord gives better and more 
dependable results. As yet we have not had 
any complaint of tenderness of the cord due 
to its superficial position or any signs of im- 
pairment of injury to the testicle. 

Inguinal hernia as well as other surgical 
conditions requires some post-operative con- 
sideration. After completion of an operation 
for inguinal hernia, the patient should be 
placed in a position of relaxation. This aids 
greatly in the promotion of early primary 
union and adds considerably to the comfort 
of the patient. The aponeurosis of the ex- 
ternal oblique is continued downward to aid 
in formation of Poupart’s ligament and, after 
forming Poupart’s ligament, is continued into 
the thigh as the fascia lata. Some of the 
fibers of the internal oblique and transversalis 
arise from Poupart’s ligament and thus it is 
evident when the ligament is put on the 
stretch it in turn exerts some pull on the ex- 
ternal oblique, internal oblique, and trans- 
versalis muscle. This is readily demonstrated 
by extending the thigh. Following operation 
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two pillows are placed under the knees of the 
patient and, after he recovers from the anes- 
thetic, two pillows are placed beneath his 
head, the latter relaxing the rectus muscle. 
This position brings about a condition of com- 
plete relaxation, brings the structures em- 
ployed in the repair of the hernia in closest 


Fig. 3—Showing first layer of sutures placed and untied. 
Cremaster sutured around cord. 
approximation with least possible tension of 
the tissues. The patient is kept in this posi- 
tion for nine days; at the end of this time 
the stitches are removed and the patient finally 
discharged from the hospital on the fourteenth 
day with proper instruction as how to care 
for himself for the next thirty or sixty days. 

For the past two years we have been doing 
the following operation almost routinely in 
all cases of direct hernias and large indirect 
hernias, in elderly individuals where a re- 
currence was feared. There is nothing origi- 
nal about this operation. I first saw it per- 
formed by Dr. Walter E. Lee at the Pennsy!- 
vania Hospital in Philadelphia and termed by 
him a modified Halsted operation. The in- 
cision is made parallel to and above Poupart’s 
ligament as usual and the aponeurosis of the 
external oblique is exposed. The aponeurosis 
is opened about half an inch to the median 
side of the cord passing through the internal 
pillar of the external ring, thus providing a 
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generous flap for imbrication. The inguinal 
canal and its contents is exposed, the cremas- 
ter muscle is incised and reflected aside. The 
sac is separated and removed and the stump 
transfixed to the inner surface of the abdomi- 
nal wall well above and median to the emer- 
gence of the cord. The cord is now en- 
sheathed by the cremaster muscle with a con- 
tinuous suture of small catgut which offers 
some protection in its new superficial posi: 
tion. The cord is now dislocated from the 
canal and retracted to the Poupart’s liga- 
ment side of the wound. The shelving margin 
of Poupart’s ligament, including Gimbernat’s 
ligament, is now exposed along with the crest 
of the pubic bone. The next and most im- 
portant step of the operation consists in sutur- 
ing the entire thickness of the abdominal wall 
in mass to Gimbernat’s ligament and shelving 
margin of Poupart’s ligament beneath the 
cord. The sutures are of interrupted No. 3 
chromic catgut, four or five sutures being 
placed beneath the cord up to its emergence 
from the inguinal ring. Three similar sutures 
are placed above the emergence cord. The 


Fig. 4—First layer of sutures completed—showing fascia 
to fascia apposition. 


first suture is started through the aponeurosis 
of the external oblique and passes through the 
entire thickness of the abdominal wall and 
emerges again at the outer border of the con- 
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joined tendon. It is now continued upward 
and outward through the aponeurosis of the 
external oblique just about half an inch op- 
posite the starting point on the same side 
of the wound. The suture is now completed by 
passing through the periosteum of the pubic 
bone and some of the fibers of Poupart’s liga- 
ment. Four or five interrupted sutures are 
placed about half an inch apart in similar 
manner up to the emergence of the cord. Three 
similar sutures are placed above the cord. After 
these sutures are tied, it brings the entire 
thickness of the abdominal wall into apposi- 
tion with the shelving margin of Poupart’s 
ligament in a manner that will establish a 
fascia to fascia union instead of a muscle to 
fascia which commonly occurs. This leaves 
the cord completely transplanted and lying 
upon the anterior surface of the aponeurosis 
and external oblique. The reflected layer of 
the aponeurosis of the external oblique which 


Fig. 5—Reflected portion of aponeurosis. Sutured beneath 
the cord. Cord shown lying on anterior surface aponeuro- 
sis with entire thickness of abdominal wall beneath it. 


was turned outward when the cord was ex- 
posed is now turned toward the median line 
and sutured to the anterior surface of the 
aponeurosis of the external oblique by con- 
tinued suture above the emergence of the cord. 
Below the exit of cord this layer is imbricated 
beneath the cord and again sewed by continu- 
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ous suture to the aponeurosis of this region. 
Thus we have reconstructed the inguinal 
canal in such a manner that we have placed 
the entire thickness of the abdominal wall be- 
neath the cord and in doing so have created 
approximation of like structure. This fascia 
to fascia apposition will produce a firmer and 
stronger union than will result from a a 
to fascia union. 

Out of a series of 67 hernia operations that 
have been done from one to two years we have 
had two recurrences. In 51 cases the modified 
Halsted operation was done and in 16 cases 
the Ferguson operation was done. Out of this 
number 11 were direct hernias and one double 
direct. One of the recurrences occurred in a 
man 58 years of age who had been operated 
upon for a large indirect inguinal hernia, the 
recurrence developing seven months following 
operation. ‘This man began hard work im- 
mediately on returning to his farm from the 
hospital. In this case the cord was so short 
that a modified Halsted operation could not 
be done, hence the cord was not transplanted. 
The second recurrence occurred in an infant 
four and one-half months old who was oper- 
ated for a large strangulated indirect hernia. 
This child took anesthesia very badly, in fact 
he came near dying on the table. In this case 
the strangulation was relieved and the ingui- 
nal canal rapidly closed without making any 
effort to repair the hernia. This recurrence de- 
veloped a few weeks after the patient was dis- 
charged from the hospital. As far as I have 
been able to ascertain, not any of the 51 cases 
where the modified Halsted operation was 
done have recurred, although some of my 
friends might have repaired some of them for 
me. 


PYELITIS OF PREGNANCY.* 
By S. BEVERLY CARY, M. D., Roanoke, Virginia. 

Pyelitis of pregnancy, or perhaps pyelitis in 
pregnancy, is more descriptive as the condition 
is probably often an acute exacerbation of a 
latent infection which was present previous to 
the pregnant state; however, this latent in- 
fection is not present in all cases. 

Since interesting myself in this condition 
two years ago, it has been my privilege to ob- 
serve and treat nineteen cases and it is these 
cases on which this paper is based. Fourteen 
of this number were carried through to the 
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termination of pregnancy; of the five cases in- 
terrupted, only one prospective mother appar- 
ently suffered from an infection confined to the 
kidney pelvis alone. This patient required in- 
terruption of two of her pregnancies. Of the 
other three cases, one was interrupted on ac- 
count of severe mental symptoms which were 
apparently independent of the pyelitis. One 
was complicated by a severe nephritis, while in 
the third it was discovered on a subsequent 
examination that the patient had quite a pro- 
nounced hydro-ureter with a moderate degree 
of pelvic dilatation. 

The immediate etiological factor is bacterial 
as is the case in the uncomplicated pyelitis; 
however, the colon bacillus seems to be a more 
frequent offender in pyelitis of pregnancy. 
This has certainly been the predominating or- 
ganism in my series of cases. The method of 
invasion may be hematogenous, lymphogenous, 
urogenous, or by direct extension. It is some- 
times difficult to determine in a given case 
which route is the source of infection, but it 
may be said that the portal of entry is more 
often through the blood stream. The promi- 
nent predisposing cause in this type of case is 
the mechanical pressure of the gravid uterus 
compressing the ureter, especially as it passes 
over the pelvic brim. This compression inter- 
feres with the downward flow of urine, which 
in turn causes a degree of retention with stag- 
nation in the kidney pelvis; this is certainly 
true in the well advanced pregnancies. In the 
earlier months some other explanation must be 
advanced ; among the most logical are engorge- 
ment of the pelvic vessels which are so closely 
connected with the ureters. This in combina- 
tion with the edema produced, especially if 
there is ureteral stricture, would obstruct the 
ureters to such an extent as to produce con- 
siderable retention. When the drainage from 
one or both kidneys has been interfered with 
by an obstruction, there is a stagnation of 
urine which offers a fertile field for infection. 
We are all familiar with the susceptibility of 
the bladder to infection in prostatic hyper- 
trophy or to any condition which interferes 
with the complete emptying of the bladder. 
A large percentage of pyelitis of pregnancy. 
particularly the advanced, will show a resi- 
dual when a ureteral catheter is introduced, the 
amount frequently reached 60 c.c. or more. 
Some degree of retention was detected in the 
right pelvis in all of the advanced cases in my 
series. In only one did we find a marked de- 
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gree of retention in both kidneys; in this case 
the residual amounted to more than 50 c.c. in 
each pelvis. 

The right kidney is more often affected than 
the left. This is explained on the ground that 
the pregnant uterus has a tendency to tilt to 
the right, producing a compression of the 
ureter. The severe colicky pains so frequently 
complained of over the right kidney and ureter 
are due to obstruction to the flow of urine to 
the bladder. ‘The frequency of pain on the 
right is so noticeable that it offers additional 
corroborative evidence to support the theory 
of a tilting uterus compressing the ureter. Six- 
teen cases in this series complained of pain 
only on the right, three complained of pain 
over both kidneys, while the third, which is 
the case with more than 50 c.c. residual in 
both pelvices, seemed to suffer equally over both 
kidneys. The most logical explanation for the 
bilateral retention in this case would be the 
possible disproportional relationship of the 
uterus to the surrounding structures, particu- 
larly the ureters which were apparently com- 
pressed. 

With the exception of severe pain in most 
of these cases, the symptoms are much the same 
as in the uncomplicated pyelitis. In the very 
early cases there may be no symptoms and the 
condition only be discovered by urinalysis. In 
this connection it is well to emphasize the im- 
portance of making a routine microscopical as 
well as a chemical analysis of the urine in every 
pregnant case. This important examination is 
too frequently neglected even by those who 
have a microscope readily accessible. 

We are all familiar with the classical symp- 
toms of pyelitis. When any of these symptoms 
present themselves, a careful urinalysis, par- 
ticularly a microscopic, should be carried out 
without delay; not only will the presence of 
pus give a clue to the true condition, but will 
at the same time help to dispel thoughts of 
appendicitis and gall-bladder, also puerperal 
sepsis when the onset of symptoms appears 
after delivery. 

A diagnosis depends on the history and phy- 
sical examination along with a microscopic 
examination of the urine. It must be borne in 
mind, however, that the presence of pus does 
not exclude appendicitis with which it is so 
often confused, but in pyelitis the pus cells are 
usually more numerous; the presence of chills 
is common while unusual in appendicitis. The 
fist percussion in pyelitis elicits a well marked 
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pain over the kidney region posteriorly, which 
is a most important diagnostic sign. If fever 
alone is present, typhoid fever may be sus- 
pected and with pain a gall-bladder may be 
thought of. When the diagnosis is in doubt, 
a cystoscopy with ureteral catheterization 
should be carried out to clear up any uncer- 
tainty. Usually after the termination of 
pregnancy, either by abortion or at term, the 
symptoms automatically disappear. This, 
however, is not elways true as was demon- 
strated in three of the cases in this series; two 
of this number developed symptoms of pyelitis 
about the end of gestation, but were carried on 
to termination of pregnancy under medicinal 
treatment and came under my observation 
several days after delivery with a high tem- 
perature and chills; the other case received 
pelvic lavages for several weeks with litttle im- 
provement and the pregnancy was interrupted 
at six months. Although her condition greatly 
improved, it was necessary to continue the 
lavages at intervals of one to two weeks for a 
period of several months; the infection slowly 
responded to treatment, but unfortunately this 
woman became pregnant again just as the last 
of the pus cells were disappearing. She ap- 
parently took care of the infection well until 
the third month when chills and temperature 
started. She was then brought into the hos- 
pital and vigorous treatment instituted. The 
response was so slow that it was decided to 
interrupt the pregnancy three weeks after ad- 
mittance. 

Pyelitis of pregnancy is a serious complica- 
tion and should receive energetic management 
immediately the diagnosis is made. The three 
outstanding methods of treatment are: First, 
general and medicinal ; second, local; third, in- 
duction of labor. Surgical procedures, such as 
nephrotomy, are seldom indicated and will 
only be mentioned. 

A certain percentage of pyelitis will in the 
late months respond to elevation of the foot 
of the bed: this position allows the uterus to 
fall back from the pelvic brim which in turn 
has a tendency to release the pressure on the 
ureters. When the right kidney only is affected, 
the patient should be encouraged to lie on the 
left side as much as possible so as to release 
the pressure on the ureter. Fluids should be 
forced and large doses of urotropin or alka- 
line medication instituted. It is difficult to 
say which is the most efficacious, as some re- 
spond better to urotropin while others do better 
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on alkaline treatment. Two cases in this series 
promptly improved under general management 
and were carried comfortably to term. Local 
treatment consists of ureteral catheterization, 
dilatation and kidney lavages. This is always 
carried out in conjunction with the general 
and medicinal treatment. Lavages of silver ni- 
trate are given irom five to seven day intervals, 
introducing at each sitting the largest catheter 
the ureter will permit, because by so doing we 
can produce a high degree of dilatation which 
promotes free drainage from the kidneys. The 
result of treatment in some of these cases is 
almost magic. We have frequently seen the 
most pronounced symptoms subside in a few 
hours after a single treatment. The number 
of treatments in the individual cases varies. It 
is not uncommon to see cases in which only 
one catheterization with lavage is required, 
while in others we have to be persistent and 
many treatments are carried out at intervals 
to keep down symptoms while the patient is 
being brought to term. Occasionally the pel- 
vic residual urine deties any amount of dilata- 
tion; two such cases occurred in this series. 
Both of these cases came under observation 
at the fifth month of pregnancy. One had 60 
c.c. retention in both kidneys and the other 
showed 50 c.c. retention in the right only, the 
left drained freely and was entirely free of in- 
fection. ‘These patients were subjected to treat- 
ments as outlined, but did not show the slight- 
est improvement. Both of these patients stood 
the ureteral catheterizations well and did not 
complain when the catheters were left in, but 
on the other hand commented on how much 
better they felt during that time. The tem- 
perature dropped to normal and all pain in 
the kidney region subsided. The reason for 
this improvement is, of course, obvious. 

This continous drainage was kept up in both 
cases for six weeks before the pressure on the 
ureters was sufficiently released to permit free 
drainage. During this time the catheters were 
changed once a week; frequently they were 
blocked by an accumulation of pus and other 
debris, but this was easily overcome by a suc- 
tion syringe or boric acid irrigation, Con- 
tinuous drainage through ureteral catheters 
probably can not be carried out in all cases of 
obstinate retention, but should be patiently and 
persistently tried whenever this problem con- 
fronts us. This procedure is by far prefer- 
able to a nephrotomy for drainage or the in- 
terruption of pregnancy. 
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Induction of labor for the relief of pyelitis 
ot pregnancy should be undertaken only after 
all conservative measures fail. However, in our 
enthusiasm to bring these cases to term we 
must not lose sight of the fact that we are 
dealing with two lives and, if decided improve- 
ment does not take place in a reasonable period 
of time or the mother is losing ground, the 
fetus should be sacrificed without undue delay. 
Interruption of pregnancy should be carried 
out particularly in those cases in which the 
pyelitis develops in the early months and per- 
sists in spite of all treatment. Even though 
the mother goes to term, she is taking a great 
risk with her life, or irreparable damage to the 
kidneys. 

Surgical procedures should be discarded in 
favor of the simpler method of continuous 
drainage through the ureteral catheter. Per- 
haps in rare cases this continuous drainage can 
not be carried out on account of the lack of 
tolerance to the catheter. When this problem 
presents itself, particularly in the late months 
of pregnancy, a nephrotomy can be resorted to 
for the relief of retention. This operation is 
considered less serious and difficult than the 
interruption of pregnancy in the late months 
and at the same time saves the fetus. 

Tn conclusion, Jet me again call attention to 
the importance of an early diagnosis which 
can be accurately determined if the condition 
is suspected. Once the diagnosis is made, all 
of the available methods of treatment should 
be faithfully and persistently carried out in 
the order outlined. In cases of pelvic reten- 
tion it is far preferable to relieve the con- 
dition through the ureteral catheter than by 
the more radical surgical procedure of nephro- 
tomy. 

MacBain Building. 


MALNUTRITION IN SCHOOL CHILDREN.* 


By CHARLES E. CONRAD, M. D., Harrisonburg, Va. 

The health and development of the adult 
are dependent to a large extent on the health 
and development of the child. Therefore, the 
question of malnutrition in school children 
is a very important and vital factor in the 
future of the race. This was amply shown in 
the examination of men during the recent war 
when it was found only about 50 per cent 
were fit for regular service. Statistics derived 
from examination of thousands of school chil- 
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dren from various sections of the United States 
show that 50 per cent are underweight and 
331/3 per cent are suffering from malnutri- 
tion; that is, they are more than 7 per cent 
underweight. 

I would not be understood as saying all 
diseases of adult life result from malnutrition, 
but I am convinced that the physical basis 
for much of the inefficiency, as well as actual 
illness and death from diseases of adult life, 
have their foundation in the malnutrition of 
infancy and childhood. It should be drilled 
into the minds of laymen and some physicians 
also that properly nourished individuals rarely 
develop tuberculosis, pellagra, or similar dis- 
eases. 

In working with malnutrition in school chil- 
dren. I have largely followed the plan of Dr. 
Emerson of Boston, so will give what he con- 
siders the five chief causes of malnutrition. 

1. Physical deiects, especially nasopharyn- 
geal obstruction. 

2. Lack of home control. 

3. Over-fatigue. 

4. Improper diet and faulty food habits. 

5. Faulty health habits. 

Now, the requisites for good health in the 
growing child are few: good air, simple food, 
rest, and proper exercise. 

If the causes of malnutrition are remove: 
and these simple requisites for growth ob- 
tained, we have what may be called the essen- 
tials of health. 

These essentials are: 

1. The removal of physical defects. 

2. Sufficient home control to insure good 
food and health habits. 

3. The prevention of over-fatigue. 

4. Proper food at regular and _ sufficiently 
frequent intervals. 

5. Fresh air by day and by night. 

These undernourished children have soft 
and flabby musculature and are irritable and 
peevish. Either they tire easily. or are of the 
nervous type constantly on the go, being over- 
stimulated and not realizing they are tired: 
as a consequence they do not rest well at night 
thereby fixing the ground-work for future 
trouble. The most strikinzs symptoms noted 
among the mal-nourished children are: lack of 
energy; inattention; poor memory: slow com- 
prehension; unusual restlessness. 

In approaching this problem, we must go 
into details thoroughly. First, a careful 
family and personal history as to congenital 
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syphilis, tuberculosis in the home, as to birth 
injury or premature birth and previous dis- 
ease.. Next, the food and health habits, as to 
whether they drink coffee or tea, how much 
milk do they drink a day, how much candy 
and how many ice cream cones a day, what 
hours do they have for rest, that is, what time 
do they go to bed and what time do they get 
up, do they rest during the day, do they jump 
rope or spend much time on roller skates, 
and how much work do they have to do at 
home after or before school. 

Also, a very important question: Will the 
parents co-operate? And this is the hardest 
problem with which we have had to deal. 

After this, then a complete physical exami- 
nation of the child should be made and care- 
fully recorded. If any physical defects are 
found, they should be corrected, so the child 
is made fit to gain. One is often struck with 
the poorly nourished body under the clothes 
when the child has a fairly round face. No 
examination of one of these children is of 
value unless the clothes are removed to the 
waist. Then you see the picture of a serious 
expression on the face, lines under the eyes, 
flabby muscles, fatigue posture, round should- 
ers. chest flat or pointed, abdomen prominent, 
often flat feet; with these, often enlarged ton- 
sils and adenoids, and in girls, if the urine is 
examined. often a pyelitis is found. 

A record of all the child’s activities and oc- 
cupations for two consecutive days, with a 
detailed list of all food taken during the same 
period, is the best approach to a thorough un- 
derstanding of the social causes of malnutri- 
tion. See to their food habits, as to time 
spent at meals, and does the child select only 
a few articles of diet. Then we look into their 
health habits, as time in open air; are they 
disturbed at night by older people coming into 
room and turning on light. Then we sum up 
our knowledge and advise what to do. First. 
try to remove any physical defects. Make as 
few changes in daily life as possible to obtain 
results and get co-operation of child and 
parents. 

As a general rule, the following rules will 
apply: 

Ten hours’ rest in bed at night, with a 
rest period of one-half to one hour, morning 
and afternoon. The rest period increases the 
child’s power of food assimilation. Give 
cereal twice a day, orange each morning be- 
tween breakfast and dinner, glass of milk, 
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with three graham crackers at three each 
afternoon—a general diet including milk, 
cereals, green vegetables, and fruits. 

Amongst the faults, we find fatigue inter- 
feres with absorption. 

The chief errors of diet are: Omission of 
cereal and milk, irregular meals, use of tea 
and coffee, sweets between meals, and insuffi- 
cient 24-hour amount of food. 

Lack of appetite may be due to being tired, 
“want to go and play,” tea and coffee, tobacco, 
and eating sweets between meals. When the 
appetite is poor for breakfast, it is due often 
to poor air at night or nasopharyngeal trouble, 
with mucous discharge from nose. Examples 
of bad food habits are: Eating at all hours 
rather than at regular hours; eating trash and 
sweets between meals, rapid eating with little 
mastication of food. 

Faulty hygiene includes over-crowding, lack 
of fresh air, late hours; over-activity in the 
form of work or sometimes in play consumes 
so much of the energy value of the food that 
little or none is left for growth. 

By the best figures obtainable, there are 
eight to ten million children in the United 
States belonging in the group of malnutrition. 
In four-fifths, probably this is a remediable 
condition, and there is no reason for its con- 
tinuance except ignorance and indifference. 

Athletics in schools often are carried to the 
extent of over-exertion or fatigue and in that 
way do harm, losing the beneficial effect ob- 
tained where correctly supervised. 

To summarize: 

Get as complete history as possible, as often 
it is some apparent trifle that will turn things. 
For example: I had poor results with one child 
until I found out about her using roller skates. 
These were taken away, and she began to gain 
at once. Another child had been going to a 
restaurant and getting a bowl of soup for 
lunch. I substituted sandwiches of peanut 
butter, butter and lettuce, with continuous 
gain in weight since. 

Have a talk with the child in presence of 
either one or if possible both parents, and ex- 
plain what you wish to do and that without 
co-operation success will not be obtained. We 
have had two nutritional classes in two of the 
schools in Harrisonburg this winter, and the 
most difficult problem we have had to deal with 
was to get the co-operation of the parents to 
get them to carry out the rest periods and 
lunches at home. They say the child does not 


want to do this or that, and they cannot make 
them. While not altogether a nutritional 
problem, the way children boss parents at the 
present day is a serious affair. 

It is necessary, as I have said, to make a 
complete physical examination and have any 
physical defects removed. weight 
charted regularly each week. Have a line 
showing normal weight for height and norma! 
line of growth, then start with their weight 
and each week show by line their gain or loss. 
Occasionally have child bring in a record of 
just what he has eaten for 48 hours, also 4 
hour list of rest and activities. 

See that they have mid-morning and mid- 
afternoon rest and lunch periods. In case this 
cannot be arranged at school, have them take 
mid-morning lunch, or, as we have done, eat 
an orange each morning, then take milk and 
graham crackers and rest period immediately 
after school. In nutritional work, all details 
must be looked after and carried out. Ditfer- 
ent lines will often have to be followed to fin: 
out just what is the trouble in the individual 
case. 

Much must be done in an educational way 
to, advance this work and let the people see 
that trying to get a child 10 per cent to 20 
per cent underweight up to normal is not a 
fad but a serious problem of a sad reality 
which exits in our country. 

The schools must also help in this. problem, 
and some plan will have to be worked out by 
which these extremely malnourished children 
can have rest. Often these children have been 
called lazy, kept in after school, and added 
lessons placed on them when the trouble was 
the child was fatigued and the more burdens 
placed on him the worse his condition. Why 
the fatigue posture? Simply because the body 
has not sufficient weight to sustain its heizht. 
As I read in an article by Dr. Holt, it is the 
work of the physician to initiate such a pro- 
gram: school authorities will have to carry 
it out, and it can only sueceed when backed 
by an intelligent public opinion. 


MALNUTRITION AND MARASMUS IN 
INFANTS.* 
By JOHN S. WEITZEL, M. D., Richmond, Va. 
This paper, the subject of which is “Malnu- 
trition and Marasmus in Infants,” covers two 
conditions most important in their nature, often 


*Read by invitation before the Warren-Rappahannock-Page 
Counties Medical Society at Front Royal, Va., April 8, 1924. 
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thought of as one, with the degree of develop- 
ment being the deciding point. They vary, 
however, in certain features and, in order to 
discuss both satisfactorily, we will apply our 
discussion to each separately, beginning with 
“Malnutrition in Infants.” 


MALNUTRITION IN INFANTS 


By the general term malnutrition we may 
cover all the secondary atrophies and instances 
of failure to gain in weight, independent of 
whether the causes are organic or functional, 
reserving the title, “Infantile Atrophy” or 
“Marasmus,” for the severe cases with the 
etiology and symptomatology described later. 

Etiolegy of Malnutrition. — 

1. <A constitutional debility of the infant. 

2. Premature birth. 

3. Children of excessively nervous de- 
velopment. 

4. Constitutional diseases of the parents. 
5. Any chronic disease of the infant. 

6. Acute digestive disorders in early in- 


7. Continuous improper or insufficient diet. 

8. Bad hygienic conditions. 

9. Neglect. 

10. Ignorance. 

Symptoms.—As the name denotes, the symp- 
toms of malnutrition are those of imperfect 
nutritional development. infants the 
growth of the body in weight and often in 
length is much below normal. 

The strength is poor, muscles flabby. 

Failure of the infant to sit and stand at the 
required age. 

Frequent digestive disorders. 

Rickets. 

Feeble digestive and assimilative powers. 

Prognosis —The danger from malnutrition 
is much the greatest in young infants. The 
older they grow the better the prognosis. 

Treatment—The treatment depends natu- 
rally upon the cause. 

If the cause be dietetic, the error in this par- 
ticular should be corrected. 

If bottle fed, the proper caloric require- 
ments should be offered. 

A food high in proteid and low in fat is 
most efficacious. 

If breast fed, care should be taken in cal- 
culating just how much milk the infant nurses 
at each feeding; frequently the breast milk 
must be fed from a dropper, bottle or by lav- 


age. 


Hygienic details is the next important fac- 
tor in the condition of malnutrition. Proper 
air space is necessary for each infant. Regu- 
lar out-door airing and in-door airing in in- 
clement weather are essential, care being taken 
always to avoid exposure.. 

The maintenance of animal heat is very im- 
portant and a normal or near normal tempera- 
ture should be maintained by the application 
and removal of external heat. 

As mentioned under marasmus, these mal- 
nourished infants, who become dehydrated on 
account of diarrhea or vomiting, should re- 
ceive regular intraperitoneal injections of nor- 
mal saline after which their metabolism fre- 
quently becomes greatly improved. A regular 
routine should be strictly adhered to regard- 
ing the time and interval of feeding, bath, 
bowel movements and sleep, this routine being 
the same each day. 

Ferrous carbonate in malnutrition, as in 
marasmus, proves of benefit in helping to over- 
come the anemia which is almost invariably an 
associated condition. 

The administration of cod liver oil in mal- 
nutrition is usually well borne by the stomach 
and an increase in weight noted rather prompt- 
ly while in marasmus the stomach seldom toler- 
ates the heavy oil due to the poor fat capacity 
in this condition. 


MarasMus 


Definition—Marasmus is a term used to 
describe a condition in which the infant is 
taking a sufficient amount of food of adequate 
quality for growth and development, yet with- 
out obvious cause it remains stationary or even 
loses in weight. 

If an effective cause for this condition can 
be assigned, or an infection demonstrated, or 
an inability detected to deal with some special 
constituent of the diet, the disorder ceases to 
be classified as marasmus. 

This title, probably first employed by 
Soranio in the sixteenth century, denotes a 
progressive and finally extreme wasting of the 
infant without other symptoms or discoverable 
anatomical lesion to account for it. The term 
“athrepsia” was applied to it by Parrott. 
From this primary atrophy must be dis- 
tinguished all cases of secondary atrophy, the 
result of malnutrition dependent upon starva- 
tion, congenital syphilis, tuberculosis, or evi- 
dent chronic disorders of the gastro-enteric 
tract. This leaves the term infantile atrophy 


fancy. 


218 VIRGINIA MEDICAL MONTHLY. [ July, 


certainly useful, since the condition is com- 
mon, but unsatisfactory, since many cases so 
designated are undoubtedly due to positive but 
unrecognized anatomical causes. 

Finkelstein has applied the term “decompo- 
sition” to those cases in which the lack of 
power of digestion and assimilation finally 
reaches a point at which the infant fails to 
gain no matter what the diet may be. What- 
ever the cause of infantile atrophy may be, it 
is evident that the condition, like icterus, is a 
symptom rather than a disease. 

Etiology—The following causes might be 
briefly mentioned : 

1. Defective intestinal assimilation. 

2. Little or no proteid assimilation. 

3. Poor fat capacity and usually a di- 
minished sugar capacity; as a result the pro- 
teids of the tissues are drawn upon to supply 
heat and energy with resulting progressive 
emaciation. 

4. Maintenance of animal heat. 

5. Lidden infections. 

6. A congenital weakness of constitution 
which may depend upon heredity. 

7. Premature birth. 

8. Hygienic surroundings. 

9. Neglect. 

10. Ignorance in regard to proper feeding. 

11. Inability to procure clean, pure, cow’s 
milk. 

12. Prolonged hospital or institutional care. 

13. The absence from the food of some fac- 
tor not yet recognized. 

Given an infant with inherited constitutional 
weakness, improper proportion in food ele- 
ments, and poor hygienic surroundings, we 
have the three most important factors to pro- 
duce marasmus in its most marked form. 

Pathology—There appears to be no lesion 
or set of lesions peculiar to infantile atrophy. 
Upon autopsy we find usually a strip of hypo- 
static pneumonia or an area of atelectasis, a 
fatty liver or one showing fatty areas also, 
pallor of spleen, kidneys and heart. The stom- 
ach and intestines contain thick, sticky mucus. 

The blood sometimes shows a pyogenic coc- 
cus, otitis may be present, multiple furuncu- 
losis or broncho-pneumonia may accompany 
this condition. 

Atrophy of the intestinal tubules has found 
very little support which can readily be dis- 
proved by the fact that the intestinal tubules 
begin to ftinetion when assimilation is estab- 
lished to a point of perfect digestion at which 


point the infant begins to gain in weight. The 
disorder is seen chiefly in infants under one 
year of age. Prolonged hospital or institu- 
tional care predisposes to this condition when 
the term “hospitalism” has often been well 
applied. 

A previous gastro-enteric affection usually 
precedes it; some authorities claim an infec- 
tion of unknown nature, of which there is no 
proof offered. Baginsky assumed an anatomi- 
cal basis, the lesion being a destructive change 
in Lieberkuhn’s follicles, but this has not been 
con‘Srmed by most investigators. 

The necessity for the presence of human 
milk ferments is disregarded from the fact that 
infants with this condition thrive when they 
are entirely artificially fed. The prevailing 
view makes primary infantile atrophy a defect 
in the physiological processes of the organism, 
as a result of which the infant cannot utilize 
the food given; this depends either upon dis- 
turbance of the intestinal secretions, includ- 
ing ferments, or upon faulty metabolism, caus- 
ing a loss of power of assimilation, in the tis- 
sues themselves. 

A further cause, often of importance, is the 
presence of a constitutional debility, whether 
due to prematurity or to ill health of the par- 
ents. 

Loss of body fluids by diarrhea often accom- 
panies digestive upsets in infants and that is 
a desiccation of the blood tissue. The degree 
of this condition can be determined by the 
percentage of proteins in the blood. The blood 
stream is not only smaller in volume but poorer 
in quality. When the percentage drops below 
normal, and even as low as 4.5 per cent, it is 
called marasmus. 

Symptoms.—In a case possessed of the three 
important factors just mentioned, we see as 
a result progressive loss in weight, feeble cir- 
culation, imperfect lung expansion, subnormal 
temperature, finally a condition incompatible 
with life. 

The vast majority of cases usually give a his- 
tory of having a normal birth with a normal 
weight. The baby continues to do well until 
the fourth to sixth week when for some reason 
the infant must either be taken from the breast 
or the breast milk supply fails, at any event 
the baby is put upon an artificial feeding. At 
this point the infant fails to thrive and numer- 
ous changes in the formula are made with no 
success and we have brought to us a baby al- 
most wasted to a skeleton. This picture is 
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characteristic, for in marked cases they all 
have an old look, wrinkled skin, which is dry 
and inelastic, a very prominent abdomen, 
sunken fontanel, sunken eyes and_ skinny, 
pointed fingers, a bluish pale and pinched ap- 
pearance which may be accompanied by an ac- 
cidental heart murmur and a subnormal tem- 
perature. Associated with this condition one 
frequently notes an anemia of marked degree 
and occasionally one meets with an edema of 
varying degree which does not involve the 
serous cavities. I have noted this very fre- 
quently where barley water or broth was given. 
Holt, however, lays no more importance to 
bariey water than to other causes, the most 
important of which is the retention of chlo- 
rides. Upon the disappearance of the edema 
the chlorides appear in the urine. Albumin 
and casts rarely appear. 

The stools usually contain undigested food 
with mucus and some green. Vomiting is 
readily excited. The appetite usually is rather 
poor but, upon coaxing, they frequently take 
the entire feeding; it is not unusual, however, 
for infants of this type to be ravenous, take 
every drop of a well balanced high caloric 
feeding and steadily lose weight. 

Complications and Sequelae. — Frequent 
complications are thrush and bed sores upon 
the occiput, or heels. 

A reflex spasm of the neck muscles gives a 
picture of marked opisthotonos which lasts 
from several days to several weeks. 

Frequently these infants take on some in- 
fection particularly of the respiratory tract, 
broncho-pneumonia being a rather common 
termination. 

Furunculosis, otitis media, marked second- 
ary anemia, a peculiar rigidity of the muscu- 
lature, especially of the lower extremities, also 
keratomalacia with .perforation of the cornea, 
may accompany or follow marasmus. Petechia 
occasionally appear on the abdomen. 

Pregnosis.—In infants from four to six 
months, the condition gradually progresses, 
and the infant seems to wither away slowly 
to a fatal termination unless cut short by some 
acute infection; over eight months, the out- 
look is more favorable and, after the first year, 
one might feel reasonably sure of a recovery, 
and at the age of two or three years we may 
find a vigorous, healthy child. 

Diagnosis.—A differential diagnosis must be 
made if possible between primary and second- 
ary atrophy, the latter being dependent upon 


starvation, tuberculosis or other causes. ‘This 
is at times most difficult. Tuberculosis may 
become evident only at autopsy, however the 
X-ray, von Pirquet test or some localized 
symptoms may indicate tuberculosis. 

A coincidence of the date of the commence- 
ment of failing health with that of weaning 
or some other change of diet suggests maras- 
mus. A rapid improvement, following proper 
diet differentiates starvation from marasmus. 

Treatment—With regard to prophylaxis, 
maternal nursing should be encouraged by 
every possible mearis, and a weekly weight of 
the infant made and recorded, with a com- 
plementary feeding inaugurated at the first 
evidence of a failure to gain. This comple- 
mentary feeding should consist of a clean 
cow’s milk mixture, properly balanced to meet 
the caloric requirements and the individual 
needs, attention being given to minute details 
in administering the food, and an abundance 
of fresh air and sunshine. <A careful observa- 
tion of the weight curve should be made that 
additional food might be added before a 
marked loss in weight has occurred. 

A wet nurse is undoubtedly the safest pro- 
cedure under four months and, if this is im- 
possible, breast milk augmented with diluted 
cow’s milk forms the next preference; where 
both are impossible, a modified milk formula 
alone must be resorted to. This, of course, 
varies according to the individual infant. Care 
should be exercised, however, not to select a 
food high in fats or sugars, and low in proteid. 
On the contrary, a food low in fat and high 
in proteid and sugar is preferable. 

An abundance of fresh air and sunshine is, 
of course, an important factor in the prophy- 
laxis of this disease. In hospitals and insti- 
tutions 1,000 cubic feet of air space is necessary 
under one year to offer the infant the proper 
air supply. 

In the treatment of marasmus, I wish only 
to mention the administration of substances 
known to contain vitamins in abundance which 
have failed to show any appreciable results. 
The administration of small doses of thyroid 
substance has recently proved of considerable 
service in these cases. Iron in the form of 
ferrous carbonate has seemed to give marked 
results where secondary anemia was prominent. 

The maintenance of animal heat is most im- 
portant and to accomplish this the infant’s 
temperature should be taken and recorded every 
four hours and external heat applied and re- 
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moved as necessary to keep the temperature as 
near normal as possible. The room tempera- 
ture should be kept around 80° F. with gentle 
ventilation and as few visitors as possible, with 
extreme care as to nursing, bathing, changing 
napkins, olive oil rubs, change of position, 
scrupulous cleanliness regarding _ bottles, 
nipples, etc. 

In those cases of marasmus that persist in 
having frequent loose stools and frequent 
vomiting and also in cases which appear 
markedly dehydrated, the frequent injection 
of normal saline by the intraperitoneal route 
usually proves of great value. In administer- 
ing this treatment I might mention a few 
points with regard to the technique. The site 
of injection is about one inch below the umbili- 
cus in the linea alba, care being taken that 
the bladder is not distended; the skin is ren- 
dered sterile by applying tincture of iodine, 
and a blunt pointed needle, preferably a spinal 
puncture needle is introduced first through the 
skin and subcutaneous tissue and then by a 
sudden short plunge through the peritoneum. 
The obturator is then removed and the warm 
normal saline allowed to flow slowly into the 
peritoneal cavity by gravity. A variable 
amount of saline is given, usually about 15 c.c. 
per kilo body weight, or a total of from 75 to 
150 c.c., according to the weight of the child 
and the amount of dehydration. 

Injected fluid passes to the tissues and is 
not retained in the blood; therefore, enough 
saline must be’ given to reduce the blood con- 
centration and enough to cause sufficient secre- 
tion of urine to relieve the blood of excess 
waste products. After the point of normal 
concentration of the blood is reached, further 
fluid is harmful. 

The first intraperitoneal injection may be 
followed by a 15 per cent dextrose solution in- 
travenously, about 4 ¢.c. per kilo body weight 
being usually given. This abstracts the fluid 
from the tissues and hastens the fluid into the 
blood stream. Occasionally intraperi- 
toneal injection may be sufficient though it is 
frequently necessary to repeat this procedure 
several times at an interval of two or three 
days. 

Replacing the deficiency in the blood stream 
by transfusion from a suitable donor frequently 
leads the patient to rapid recovery, but the 
underlying cause must be removed. The nor- 
mal blood volume most be restored before any 
improvement in the condition can take place. 


There is a long period of repair while the 
blood volume is being built up and there will 
be no noticeable gain in weight. Food of a 
sufficient caloric value to supply the body needs 
is required. If the child is fed a sweet milk 
mixture that is the proper dilution for its 
age, its gastric mucous membrane is not able 
to secrete sufficient hydrochloric acid to pro- 
duce the optimum hydrogen ion concentration 
for the action of the gastric enzyme rennet to 
be complete. 

The pyloric stimulation is faulty. As a 
consequence there is poor assimilation of food 
and the child lives on its own tissue and 
wastes away. In the digestion of cow’s milk, 
more acid or alkali is required to change the 
chemical reaction than for breast milk. The 
feeding of breast milk is therefore the most 
rational treatment, but is very difficult to ob- 
tain and sometimes is of questionable origin. 
Some form of cow’s milk mixture is then a 
substitute. Lactic acid milk is dne that has 
previously been sterilized by boiling or pas- 
teurizing and is then inoculated with a culture 
of lactic acid bacillus and allowed to stand at 
a room temperature for twelve to twenty-four 
hours producing lactic acid from the carbohy- 
drate in the milk. In its use the infant’s gas- 
tric mucous membrane is called upon to pro- 
duce less acid to secure the optimum hydrogen 
ion concentration than in the use of other milk 
mixtures. 

Marriott finds that the proper basis for es- 
timation of the caloric requirements of a 
marantic patient is estimated from the normal 
average weight for the age rather than the 
actual weight. 

Lactic acid milk can be fed to the infant 
undiluted, even to very young infants. Ordi- 
nary sugars can be used in combination with 
lactic acid milk also dextri-maltose and corn 
syrup, thus greatly increasing its caloric value. 
The use of evaporated milk properly diluted 
and prepared by the addition of imperial 
granum and dextri-maltose, cooked for thirty 
minutes, supplies a food low in fat and high 
in carbohydrate which is easily digested and 
assimilated. 

In estimating the caloric requirements for 
these athreptic infants, 60 to 65 calories per 
pound gives us approximately the same deduc- 
tions as Marriott’s view of estimating from the 
normal average weight for the age and our 
amounts of evaporated milk cereal and sugar 
can be estimated accordingly, care being taken 
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to start these infants with low digestive capac- 
ity with a formula lower than their caloric re- 
quirements and gradually increase according 
to their tolerance. 

In diluting cow’s milk to approach the per- 
centage of fats, carbohydrate, proteid and 
mineral salts found in woman’s milk, one must 
necessarily dilute the water soluble B vitamin 
which is most essential to protect the individ- 
ual from this “deficiency disease.” Vitamin 
may be added to the infant’s diet in the form 
of vegetable soup, cereal diluents, or orange 
juice, when a skimmed or boiled milk mixture 
is necessary. 

Eddy has brought about marked improve- 
ment and ultimate recovery in a great number 
of infants of the marantic type by increasing 
the vitamin B content of their food. This 
was obtained from the pancreas of sheep, wheat 
embryo, and especially prepared vegetable 
soup., Hess has found that yeast stimulated 
growth when added to milk. Perry used com- 
pressed yeast cake on twelve marantic babies, 
with improvement in only one. 

The administration of bile salts in cases of 
marasmus following intestinal infections have 
been found by Kerby, London, to be of great 
benefit. These cases showed marasmus with- 
out other physical signs. One-fourth grain of 
mixed sodium glycocholate and taurocholate 
for infants three months old was the average 
dose administered. The actual gain was 
greater than a mere increase in weight. 

In conclusion I wish to emphasize the im- 
portance of a constant weekly weighing of the 
baby by all mothers and a report made to her 
attending’ physician at the first evidence of a 
failure to gain in weight. After this either 
improved breast milk from the mother, addi- 
tional breast milk from a wet nurse, or rational 
complementary bottle feeding should be in- 
augurated at once. This step I feel will pre- 
vent 50 per cent of malnutrition in infants and 
with correction of the constitutional diseases 
in the mother or infant or both, will prevent 
a possible 25 per cent additional cases, leav- 
ing a remaining 25 per cent which will fall 
into the difficult feeding class and form the 
typical athreptic infant. With this type of 
infant at our disposal, I would suggest the im- 
mediate feeding of either lactic acid milk or 
the evaporated milk mixture, before mentioned, 
with the transfusion of blood or intraperitoneal 
treatment as a reserve, aided by the administra- 
tion of an easily assimilated iron. This pro- 
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cedure applied we may hope to diminish the 
mortality of infants from this much dreaded 
and almost universally fatal disease. 

1900 Grove Avenue. 


BACKACHE.* 
By ROY M. HOOVER, M. D., Roanoke, Va. 

Backache is a condition with which every 
physician is all too familiar. The causes are so 
varied, and the pathology in many cases so ob- 
scure, that they often go without treatment, or 
with improper treatment. These cases are one 
of the most fruitful sources of revenue to the 
patent medicine vendors and advertising quacks 
of all sorts. Thus the recognition and proper 
treatment of these conditions will aid mate- 
rially in the solution of the nostrum and chiro- 
practor problems, 

Most cases of backache fall into one or more 
of five rather definite classes, which, however, 
overlap: 

1. Those of pelvic origin. 

Those due to disease of the spine, such as 
Pott’s disease, arthritis, ete. 

3. Those due to injury, as fractures, frac- 
ture dislocations, etc. 

4. Those due to congenital abnormalities of 
the spine. 

5. Those due to defective balance, from slight 
scoliosis, visceroptosis, muscle bound feet, flat 
feet, spondylolisthesis, ete. 

A complete discussion of backache would 
have to include all the causes, local or distant, 
and would far exceed the limits of this paper. 
The present discussion will be limited to cer- 
tain cases of backache caused by injury to the 
spine, and those due to congenital abnormali- 
ties, with the consequent mechanical problems, 
disregarding those due to outside pathology, 
and those due to disease of the spine. Sacro- 
iliac strain and relaxation are purposely left 


out of the discussion, as their occurrence and . 


possible significance is quite a debatable ques- 
tion. 

The clinical picture of the cases under dis- 
cussion is fairly constant, with minor varia- 
tions. The patient complains of pain, usually 
of aching character, with occasional lancinat- 
ing pains, usually in the midline, but some- 
times unilateral or bilateral. Because the con- 
dition is most frequent in the low spine, pain 
is usually present in this region. The pain 
frequently Tadiates into one or both buttocks, 
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or down one or both legs, giving the symptom- 
complex of sciatica. The pain may be constant 
or intermittent, and frequently some posture 
has been found to relieve the discomfort. Pain 
is consistently increased after exertion, and is 
usually more or less relieved by rest in bed. 
There is more or less limitation of motion and 
muscle spasm. Pain is usually caused by flexion 
or, hyperextension. Other symptoms and signs 
are inconstant. In the traumatic cases there is 
usually history of a more or less severe injury. 

The lumbo-sacral region is potentially the 
weakest part of the spinal column. Being the 
juncture of the movable and the fixed portion 
of the spine, it is subject to much greater strain 
and more motion than any other region. The 
lumbo-sacral articulations lie anterior to the 
center of gravity of the body, which is com- 
pensated for by the lumbar lordosis. There is, 
however, always an anterior shearing teudency 
of the fifth lumbar on the sacrum. Due to thes» 
mechanical factors the lumbar and lumbo-sacral 
regions are more frequently affected than any 
other portion of the spine. 

This region also seems to be particularly 
prone to congenital abnormalities. These in 
general represent arrested development, or mis- 
directed development. This is shown by the 
normal structures remaining incomplete, bone 
development may have been excessive so as to 
fuse or partially fuse together structures not 
normally united, or there may he a dispropor- 
tion in size between parts of the vertebra, with 
consequent abnormal relations. 

It is a debatable question whether any con- 
siderable degree of displacement can occur in 
the vertebral joints without a fracture or dis- 
integration of the lateral articulations. It is 
also debatable whether in cases where the 
lumbo-sacral angle is markedly decreased. mere 
mechanical pull may not cause pain, and ex- 
plain certain cases of obscure back pain. The 
fact that not a few cases in which this is the 
only demonstrable pathology are entirely re- 
lieved by correcting this mechanism, seems to 
point to this fact. 

Fracture or fracture dislocation of the lumbo- 
sacral spine may arise from severe, or some- 
times apparently trivial injuries. Such injuries 
as slipping on the ice and falling in a sitting 
posture, lifting a fairly heavy weight, step- 
ping down a single step unexpectedly, and sud- 
den muscular effort, as kicking, in a football 
player, may be the only history of trauma. In 
a majority of such cases where the trauma is 


slight and apparently inadequate, there is pres- 
ent a congenital abnormality with a consequent 
point of weakness. Especially where the injury 
occurs during childhood, pain may not arise 
until adult life when ossification is complete. 
frequently many years after the injury, when 
the spine can no longer accommodate to the 
abnormal relations. 

There may be fracture of any part of the 
vertebra, or any combination; the body may be 
crushed ; the pedicles may, one or both, be frac- 
tured; the lateral articular processes or the 
laminae may be broken. In quite a number 
of cases, even after a long period, the fracture 
is found to be ununited, probably due to the 
interposition of the torn ligaments and other 
soft parts which are so closely attached to the 
vertebra. 

Because of the shape and location of the ver- 
tebra, it is extremely difficult to obtain X-rays 
that will give accurate and complete knowledge 
of a fracture or congenital abnormality. How- 
ever, in most cases of this type the X-ray find- 
ings, coupled with the symptoms and signs, are 
definite enough to warrant a diagnosis. It 
should be stated that in many cases much more 
involvement is found at operation than was 
located pre-operatively. Lateral and_stereo- 
scopic X-rays are of special value. The diffi- 
culty of diagnosis is shown by the fact that so 
many of these cases go for years without a 
recognition of the condition, many having a 
diagnosis of neurasthenia, neurosis or hysteria, 
until finally the real pathology is located. 

The problem of diagnosis becomes increas- 
ingly difficult in industrial cases, such as mine 
or railway injuries, where a question of com- 
pensation or damages comes in. It takes most 
careful study on the one hand not to do an in- 
jured man an injustice and deprive him of 
both compensation and the treatment which 
will restore him to normal, and on the other 
hand not to assist a malingerer in obtaining 
undeserved compensation for a non-existing 
injury. For these reasons, such cases should 
have the most thorough and complete examina- 
tion, so that a correct diagnosis may be ar- 
rived at. 

In all the cases, whether due to congenital 
abnormalities or injuries, pain seems to be due 
to abnormal motion or undue strain on soft 
parts, whether in an ununited fracture, ab- 
normal joint, or between bone surfaces not 
normally in contact. The treatment, therefore, 
looks toward these two things. Abnormal mo- 
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tion may be attacked in one of two ways: 
either restore relations to normal, or eliminate 
motion. Abnormal strain on soft parts is at- 
tacked in the same manner; either by restoring 
relations to normal sufficiently to relieve the 
strain, or so change the mechanism that the 
strain comes on bone and not on soft parts. 


In selected cases some men have obtained 
excellent results by manipulation of the spine, 
with or without an anesthetic, in an attempt 
to restore normal relations. This, however, 
should not be done until a clear conception of 
the pathology has been obtained by X-ray and 
examination. Otherwise, we emulate the ex- 
ample of the chiropractor and osteopath. 
Where the restoration of these relations to 
normal is out of the question, the logical treat- 
ment is immobilization. Complete elimination 
of motion in the spine cannot be accomplished 
by braces or plaster casts, for it is easily demon- 
strated that motion occurs in the vertebral ar- 
ticulations with every respiration. However, 
in certain cases, especially those in the dorsal 
regions, a brace or plaster cast may give suffi- 
cient immobilization to almost or entirely re- 
lieve the symptoms as long as the apparatus 
is worn. 


The one treatment which gives uniformly 
good results in relieving the symptoms, because 
it absolutely eliminates motion, is operation fus- 
ing the affected vertebrae together. The opera- 
tion of choice is the Hibbs’ spine fusion, though 
a well performed tibial bone graft will also 
give the same results. Briefly, the former 
operation after exposing the entire posterior 
aspect of the affected vertebra from lateral ar- 
ticulation to lateral articulation, makes raw 
bone contact between the adjacent vertebrae 
throughout this extent. In the latter opera- 
tion a strip of bone from the tibia is grafted 
in the spinous processes. Each gives bony 
union between the vertebrae; the former over 
the entire posterior aspect, the latter in the 
line of the spinous processes. 


In conclusion, the spine, and especially the 
lumbo-sacral spine, is quite subject to injuries 
and also to congenital abnormalities. These 
may cause backache of a rather definite type. 
Congenital abnormalities weaken the mecha- 
nism and predispose to fracture. The pain ap- 
pears to be due to abnormal motion or undue 
strain on soft parts, and the two possibilities 


of cure are by restoring normal relations, or 


by immobilization, preferably by fusing the af- 
fected vertebrae together. 
Anchor Building. 
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REPORT OF A CASE OF MASTOIDITIS, 
EPIDURAL ABSCESS WITH APPAR- 
ENTLY NO MIDDLE EAR IN- 
VOLVEMENT. 

By JAMES ERWIN DIEHL, M. D., Norfolk, Va. 

J. A., colored man, age 41, occupation pile 
driver. No history of head injury, scalp in- 
fection or enlarged glands about head or neck; 
has always enjoyed good health and has not 
lost a day’s work on account of illness. Per- 
sonal history as obtained from the patient has 
no past connection with the present illness. 
From adolescence he has done laborious work 
and accumulated money sufficient to buy a 
home; habits are good, venereal infection de- 
nied, 

Present illness.—In the latter part of April, 
1923, he was taken with a head cold, but he 
did not pay much attention to the condition, 
thinking that he would be all right in a. few 
days. He continued at his work without any 
special discomfort in any way except that his 
head felt full, being more noticeable on the 
right side of the head. There was no pain in 
the ear nor was there a discharge at any time. 
On June the 20th he consulted me about a pe- 
culiar sensation on the right side of the head 
and face with a stuffiness and fulness in and 
about the right ear and he thought there might 
be wax in the ear. Examination of the external 
auditory canal was negative, the drum slightly 
retracted with a moderate amount of redness 
on the upper edge; he could hear a watch tick 
at twelve inches. Catheterization of the eusta- 
chian tube did not reveal any abnormality. The 
findings in the left ear were practically the 
same as in the right. Nasal cavities were nega- 
tive; mouth negative with the exception of a 
few decayed teeth and a slight redness of the 
posterior pharyngeal wall, especially adjoining 
the posterior tonsillar pillars. There was no 
swelling nor tenderness back of the ear. Vis- 
ion in both eyes was normal. Both fundi were 
negative, temperature 99°,- pulse and respira- 
tion normal. A blood Wassermann and malaria 
tests were found negative. With apparently 
negative findings I did not advise any treat- 
ment except argyrol twenty-five per cent, drop- 
ped into both nostrils morning and evening. 
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I did not see nor hear from the patient again 
until July 12th when I was called in by the 
‘family physician, The patient was in bed 
complaining of severe pain behind the right 
ear; it was very sensitive to touch and the scalp 
was slightly swollen about two and one-half 
inches posterior to the external auditory canal 
and on the upper level of same, The external 
auditory canal and the drum were negative; he 


could hear watch tick at twelve inches. Nose 
and throat examination were negative. Tem- 


perature 102°, pulse 80, and respiration 16 per 
minute, His expression was that of fear and 
anxiety and his general appearance that of 
toxicity and exhaustion, He appeared to have 
lost a great deal of weight. The picture de- 
picted to me was that of a seriously ill indivi- 
dual and the exact nature of the illness was 
somewhat of a puzzle to me. The patient was 
X-rayed on July 12th by Dr. Alpheus Fields 
who reports the findings as follows: Cloudy 
right mastoid; apparently destruction of the 
entire cells; a dark shadow about the size of a 
five cent piece lying adjacent and posterior to 
the mastoid cells apparently not in direct con- 
tact or communication with them (see illustra- 
tions Nos. 1 and 2). The left mastoid was nega- 


Fig. 1—Right mastoid. 


tive. With this information at hand I began 
to feel more sure of the diagnosis. 

The patient was admitted to Saint Vincent’s 
Hospital on July 13th, Weight on admission 
130 lbs., temperature, pulse and respiration 
were normal. Blood count 25,000, polys seventy- 
eight per cent, large lymphocytes three per 
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cent, small lymphocytes seventeen per cent, 
hemoglobin seventy per cent. Eye grounds 


negative: urinalysis negative. 


Fig. 2—Left mastoid. 


July 14th, operation and findings: The usual 
mastoid incision was made; the tissues of the 
scalp were very little thickened and the blood 
vascular congestion not much increased. The 
periosteum was a little more than usually ad- 
herent to the bone and was elevated with some 
difficulty and bled rather freely. The bony cor- 
tex was removed and the mastoid region in- 
spected. There was a complete destruction of 
the cells and the mastoid cavity and the aditus 
ad antrum were filled with broken down ma- 
terial and jelly-like substance. There was no 
exposure of the dura at any place. The aditus 
ad antrum was curetted and a probe was passed 
into the middle ear without any difficulty. 
Having completed the mastoid operation and 
not locating pus in the mastoid cells as I had 
expected from the high leucocytosis, I made an 
incision at right angle to the mastoid incision 
(Whiting) and carried it back about two 
inches. At the distal end of the incision the 
scalp tissues were thick and very hemorrhagic, 
the bleeding was very free from the scalp and 
also from the bony cortex and rather dark color. 
After having all bleeding under control I be- 
gan to remove the bony cortex posterior and 
adjacent to the mastoid region when I dis- 
covered thick yellow pus exuding. A thin probe 
was introduced into a small opening within 
the layers of the bony cortex where the pus 
exuded which led into an abscess that was lying 
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between the bony cortex and dura and partly 
overriding the lateral sinus. The bony cortex, 
about one-half inch in diameter immediately 
overlying the abscess, was removed and about 
two drachms of thick yellow pus was removed. 
A culture was taken from the pus and a pure 
growth of pneumococci was grown. A rubber 
drain was placed in the abscess cavity and a 
small amount of packing was placed in the 
mastoid wound and several sutures were used. 
The tympanic membrane was incised and no 
pus was found nor was there any subsequent 
drainage via external auditory canal. The pa- 
tient made an uneventful recovery and was dis- 
charged from the hospital July 2ist. When 
seen last on August 31st the wound was com- 
pletely healed and the patient had gained most 
of his normal weight and was feeling normal. 

Conclusion: It would be presumptuous on 
my part to say that there was no involvement 
of the middle ear during the course of the 
illness, especially so if the case was not con- 
stantly under my supervision; I feel confident, 
however, that there was no involvement of the 
middle ear during the beginning and the latter 
part of the illness in so far as the clinical ex- 
aminations determined. 

614 New Monroe Building. 


THE ADULT DISABLED.* 


By THOMAS WHEELDON, M. D., Richmond, Va. 

It is more than an honor to be allowed this 
opportunity of presenting the case of the 
“Adult Disabled” before you and I want to 
thank you for the privilege. Many of you, I 
am sure, have wondered why such a subject 
should have been chosen, and what phase is to 
be considered. The reason is that we have ac- 
cepted the fact that the cripples are part of our 
community without really stopping to ponder 
on how to mend their state. 

To pick up the beginning of the thread of 
our story we should proceed to Paris and watch 
the practice of Dr. Nicolas Andry, Professor 
of Medicine in the University of Paris, who, in 
the year 1741, when he was an old man of 81, 
wrote a very remarkable book on the preven- 
tion of deformities in children, and gave it the 
title of “Orthopaedia.” He coined that word 
to designate the branch of medical learnin - 
which has to do with the prevention and cure 
of the physical deformities of children. And 
to this, ortho-paedic surgeons devoted most of 
their attention until the outbreak of the World 


*Read by invitation before the South Piedmont Medical 
Society in Lynchburg, Virginia, April 15, 1924. 
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War. Then naturally, the men who took care 
of crippling conditions in children were turned 
to take care of the crippling conditions in 
soldiers; for what difference is there, in the 
main, in a muscle paralyzed by nerve injury 
from one whose nerve is destroyed by infantile 
paralysis. Joint involvement is the same, 
whether it arises from an infection from a 
gun shot wound or from an acute pyogenic in- 
fection. 

A definite attempt was then made to formu- 
late rules for the application of orthopaedic 
principles to the treatment of injuries received 
in war. Following this, “Orthopaedic Cen- 
ters” were established in England and with 
these the “curative workshops.” Speaking of 
this, Sir Robert Jones says that, by the time 
a soldier has passed through various phases 
of recovery from septic wounds in several dif- 
ferent hospitals and is finally transferred to 
an Orthopaedic Center for treatment to correct 
deformity and restore the use of injured joints 
and muscles, his spirit is often broken. The 
shock of injury, frequently in itself severe, fol- 
lowed in succession by a long period of suppu- 
ration, and then by a wearisome convalescence 
during which he receives treatment by massage 
or electricity, or by monotonous movement with 
mechanical apparatus of the Zander type, too 
often leaves him discontented with hospital 
life, its monotonous round of routine, and its 
long periods of idleness. 

In the Orthopaedic Center he finds his fel- 
low-patients busily engaged in employments in 
which they are doing something, and it is not 
many days before he asks for a “job.” Some 
regular work fosters habits of diligence and 
self-respect, and converts indolent and often 
discontented patients into happy men who soon 
begin to feel that they are becoming useful 
members of society and not mere derelicts. 

Thus, when the preliminary stages of opera- 
tive and surgical treatment are over, there is a 
steady gradation through massage and exercise 
to productive work, which is commenced as soon 
as the man can really begin to use his limb at 
all. If his former trade or employment is a 
suitable one, he is put to use tools he under- 
stands, otherwise some occupation suitable for 
his disability, and curative in its character is 
found for him. 

Men with stiff ankles are set to drive a 
treadle lathe or fretsaw. If put on a treadle- 
exercising machine the monotony soon wearies 
the mind, but if the mind is engaged not on 
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the monotony of the foot work, but on the in- 
terest of the work turned out, neither mind nor 
body becomes tired. 


Men with defective elbows and shoulders find 
exercise and mental diversion in the carpenter’s 
and blacksmith’s shops. If their hands and 
fingers are stiff, working with a big swab to 
clean windows or with a paint brush is a more 
interesting occupation than gripping spring 
dumb-bells. 

Those of us who have any imagination can- 
not fail to realize the difference in atmosphere 
and morale in hospitals where the patients 
have nothing to do but smoke, play cards, or 
be entertained, from that found in those where 
for part of the day they have regular, useful 
and productive work. 

Massage and exercise is no longer a mere rou- 
tine: it all fits in and leads up to the idea of 
fitness—fitness to work and earn a living and 
serve the state in an economic sense. 

This leads up to the conditions of today. 
We are confronted with numerous adults, the 
number of whom we shall see later, who are 
the casualties of industry or crippling disease 
of earlier years. The problem of what to do 
for them is large, but it seems as if it can be 
solved. Three systems are involved and 
needed. First there is the system of ortho- 
paedic correction. Here the disabled are got- 
ten into physical shape by operations or appa- 
ratus whereby they may be able to participate 
in the second system. An individual may be 
entirely bed-ridden by infantile paralysis or a 
paralysis following a fractured spine but, by 
correction of deformity and the application of 
certain apparatus, he can be gotten up and 
even be’made to walk. I have in mind now a 
painter who had the misfortune to break his 
back and become paralyzed from the waist 
down. He had been settled with by the Com- 
pensation Bureau on the basis of being in bed 
the rest of his life. He is now painting again, 
and while he is not able to work in hazardous 
positions, he is able to earn a very good living. 

The second system consists of a bureau 
whereby individuals are gotten “jobs” that 
they can do and at which something of value 
will be learned. The third system would 
naturally include a registered group of indus- 
trial plants where such individuals would be 
welcomed, due allowance being made for their 
limitations. 

If this sounds very theoretical and only to 
be dreamed of, I want to assure you that defi- 
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nite steps are being taken whereby all of this 
can be worked out. We have the beginning in 
South Boston, Virginia, where a clinic is now 
in full swing for the seeking out of the dis- 
abled adults in Halifax County. Here each 
case is gone over thoroughly and treatment in- 
stituted for the correction of deformity pres- 
ent. The treatment is carried on at the clinic 
if possible, but, if hospitalization is necessary, 
it is arranged, at present, through the Shelter- 
ing Arms Hospital in Richmond. The follow- 
up work is of course done at the clinic. Thus 
our first system is made possible. 


Through the State Department of Industrial 
Rehabilitation training is provided and work 
secured for those who have been so treated; and 
this department is listing more and more places 
where these individuals may be employed. In- 
dustrial heads are becoming more charitable 
and even now the building of a factory, where 
the bulk of the labor will be so supplied, is 
almost a certainty. So the seed has been 
sowed for all three of our systems. 


It is expected that the South Boston Clinic 
will be the first unit of many such centers 
throughout the State and through this agency 
the number of disabled adults may be reduced, 
thereby converting them from liabilities to as- 
sets, for no cripple is producing as much as he 
could if corrected. It may, then, be of inter- 
est to you to know what was found in the first 
one hundred consecutive cases in South Boston, 
and I should for that reason summarize them. 
Before doing this, however, I want to say that 
every case included here is at least partially 
dependent on the community and could not 
pay for treatment otherwise. It was at first 
thought that probably twenty-five or thirty 
might be found in Halifax County. At the last 
clinic, at which forty-three were seen, those 
interested were forced to give advance dates 
for new patients rather than urge their coming 
in. The conditions here are probably dupli- 
cated in many parts of the State. The follow- 
ing is a resume of the first hundred consecutive 
cases taken care of: 


SUMMARY. 

Age 

65 
Color - 


a 
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Diagnoses 
Ankylosis of joints follow:ng acute infections 
Statice conditions of feet 
Congenital deformities 
Spastic (cerebral) paralysis 


bo bo 


PrROGNOsIS 


If work were not taken into regard ninety-six 
cases could be improved and four could not. 


If work were taken into regard eighty-six 
cases could be improved and fourteen could not. 


Ten cases could be returned to full duty at 
once, and 


Forty cases could eventually be returned to 
full duty. 

Sixty cases needed prolonged follow-up 
treatment in the clinic and 

Ninety cases would get worse without treat- 
ment. 

It will be seen, then, that sixty-five per cent 
of the cases were adult disabled—or above four- 
teen years of age, the limit now set by law at 
which an individual may be employed. Seventy 
per cent were white, although no special effort 
was made to seek out the white any more than 
the colored. Only four individuals could not 
be helped some, and only fourteen could not 
be made suitable for more productive work. 
It is quite remarkable that ten cases, some of 
which were totally disabled, could be returned 
to full duty at once with some procedure not 
requiring over a few weeks’ time; while forty 
cases could in all probability eventually do 
whole time work. The value of a permanent 
clinic is seen when sixty cases require prolonged 
follow up treatment; and the value of the 
work as a whole is seen when it is considered 
that ninety of the 100 cases would get worse, 
in some way, either as to the local condition or 
as to the bearing on the organism as a whole, 
if measures of prevention or correction were 
not instituted. Of this 100 cases, all have 
either had active treatment started or are in 
some stage of preparation for active treatment. 
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It is hoped that we may be able to get the 
other centers started as soon as possible. 
318 West Franklin Street. 


THE PULMONARY TUBERCULOUS PA- 
TIENT AS A SURGICAL RISK.* 


By O. O. ASHWORTH, M. D., Richmond, Va. 


Patients with pulmonary tuberculosis are 
substandard surgical risks. The equilibrium 
existing between the resistance and the dis- 
ease may be so disturbed through exposure, 
hemorrhage, shock, and irritation from a pro- 
longed or unwisely chosen anesthetic that a 
quiescent or a healed stage may become over- 
whelmingly active Diffusion to previously 
uninfected fields may result from lowered 
resistance, mixed infection, or aspiration of 
sputum and secretions from the nasopharynx. 

Determination of the class of risk in patients 
with pulmonary tuberculosis should be car- 
ried out from a general standpoint, as is done 
for every pre-operative case in any well con- 
ducted hospital. A complete physical exami- 
nation should be made with renal and blood 
studies in the laboratory. Patients with ab- 
sent or negative sputum have the better prog- 
nosis. The vital capacity and results of breath 
holding tests are of some value. 

Greater attention should be paid to objective 
and subjective symptoms than to physical find- 
ings in the chest. A patient who is well 
poised, well nourished, having but little fever 
and no cyanosis or acceleration of pulse rate, 
even though he may have extensive lung in- 
volvement, is a much better risk for any stress 
than one who may have only minimal involve- 
ment but who has an unstable nervous system, 
emaciation and cyanosis with rapid pulse. The 
mental attitude toward operation should be 
considered as in mild cases of hyperthyroidism; 
the hypersensitiveness of the sympathetic 
nervous system may be similar and the meta- 
bolic rate may be increased to plus 20 or 30. 

A physiological classification of pulmonary 
tuberculosis from the standpoint of prognosis 
is of more import than an anatomical classi- 
fication. There may be two cases having ap- 
parently identical lesions, yet in one the pul- 
monary symptoms predominate while in the 
other the general symptoms are most con- 
spicuous. The two patients while having the 
same disease will thus present totally different 
symptomatology. 


*Read before the Southside Virginia Medical “Association, at 
Suffolk, March 11, 1924. 
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In the records of every tuberculosis sana- 
torium may be found the histories of many 
patients who date the onset of tubercular 
activity to an operation, most frequently fol- 
lowing tonsillectomies, under general anes- 
thesia. This often could be avoided were there 
more care in pre-operative and post-operative 
consideration of the general condition of the 
patient. It is quite natural that every special- 
ist has a tendency to emphasize conditions that 
lie within his particular field and to slight 
those in others. 

The choice and duration of the anesthetic 
and the skill with which it is administered 
are vital factors in operations on patients with 
pulmonary tuberculosis. The anesthetic should 
be one which, after a careful estimation of 
the tubercular risk, offers the greatest advan- 
tage to the patient. Local or regional anes- 
thesia would be the choice whenever possible 
to use it without too much handicap to sur- 
gical skill. Nitrous-oxide-oxygen has been 
most frequently employed in the past. Due 
to the fact that complete muscular relaxation 
is seldom obtained and because of its tendency 
to cause asphyxia, rise of blood pressure, dis- 
ordered and irregular breathing with result- 
ing aspiration of the secretions of the naso- 
pharynx, nitrous oxide is not ideal as a gen- 
eral anesthetic. Ether may be given with 
safety in healed tuberculosis. It should pre- 
ferably be given by the open method, since 
patients with tuberculosis are very intolerant 
of air limitation. Chloroform should not be 
used because of its depression of the heart 
and tendency to toxic after-effects resulting in 
lowered tissue resistance. 

The new ethylene-oxygen general anesthetic 
offers greater hope for surgery in the tu- 
berculous patient. The ease and rapidity with 
which anesthesia is induced by ethylene- 
oxygen is most striking. There is no increase 
in the secretions of the nasopharynx or up- 
per respiratory tract, there is absence of 
struggling and disordered breathing with les- 
sened tendency to aspiration, and no cyanosis. 
There is no diaphoresis, hence no tendency to 
chilling with loss of body fluids as with the 
other general anesthetics. In a series of 116 
anesthesias with ethylene-oxygen at St. Eliza- 
beth’s Hospital, there was not a single case of 
post-operative respiratory complication which 
could in any way be attributed to this anes- 
thetic. 

In all cases, the operating room should be 
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at a proper temperature, and all appliances 
for dealing with shock and accidents of anes- 
thesia should be at hand. The patient should 
lie upon the affected side when possible and 
pre-operative administration of morphine and 
atropine is indicated. 

It is often the complications and associated 
diseases that arise that demand the greatest 
attention in tuberculosis work. 

I am reporting the following cases to illus- 
trate the successful treatment by surgery of 
associated conditions in tuberculous patients, 
which conditions might have proven fatal 
handicaps in their progress: 

Case I, C. F., female, single, aged 42, en- 
tered St. Elizabeth’s Hospital, November 28, 
1923, with a history of having had _ tuber- 
culosis for four years. The chief complaint 
was “intestinal trouble.” 

Present Illness: The patient first noticed in- 
termittent colicky pain in the lower abdomen 
five months previous to admission, at which 
time she had some increase in the menstrual 
flow. She then consulted a surgeon who, in 
conjunction with an internist, informed her 
that she had a mass in her pelvis but that they 
would not advise an operation on account of 
her lung condition. She then consulted an- 
other surgeon who gave her radium treatment. 
The pain continued in spells and became 
generalized, more intense in the upper abdo- 
men. The abdomen became distended two 
months ago, since which time she often had 
nausea and vomiting and was confined to bed. 
Nausea and vomiting seemed to have no rela- 
tion to the time of taking food, though food 
or water caused pain. She had obstinate con- 
stipation since the onset of the present ill- 
ness. She had lost about 15 pounds in weight, 
had a maximum temperature of 1005°, and 
her cough and expectoration had _ increased 
considerably. She retained practically no food 
for four days previous to the time of admis- 
sion. 

Briefly her physical examination indicated 
a well poised, well developed and nourished 
woman about middle age. Skin and mucous sur- 
faces were slightly pale. 

Heart: Apex impulse in the 5th intercostal 
space 10 cm. from the midline. All sounds 
were of good quality, and there were no mur- 
murs. Pulse was 90 per minute and regular 
in force and rhythm. The blood pressure was 
108 /64. 


Lungs: Evidence of extensive lesions at 
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both apices with a rather large cavity at the 
right: apex. There were medium moist rales 
after expiratory cough on the left anteriorly 
to the 3rd rib and posteriorly to the 6th dor- 
sal vertebra. There were large moist rales to 
the clavicle on the right anteriorly, and pos- 
teriorly on the right to the spine of the scapula 
after expiratory cough. An X-ray examina- 
tion showed extensive old lesions at both 
apices, a cavity at the right apex and a small 
area of breaking down of:the lung tissue at 
the left apex, with several small areas of con- 
solidation between the first and second ribs on 
the left side. 

Abdomen: The abdomen showed marked 
distention, with rather thick abdominal walls 
and a ventral hernia at the site of a previous 
operation for an appendiceal abscess. There 
was shifting dulness in both flanks with moder- 
ate tenderness throughout. There was in- 
creased audible peristalsis. By bimanual ex- 
amination a large definite tender mass could 
be felt in the pelvis, though this was hard 
to outline because of thick and tense abdomi- 
nal walls. The examination was otherwise 
negative. 

Routine blood examination showed a mild 
secondary anemia. Wassermann was negative. 
Urinary examination was negative except for 
a trace of albumin. Intravenous kidney func- 
tion test showed an elimination of 62 per cent 
of phenolsulphonephthalein the first hour. 
Sputum showed many tubercle bacilli. 

On account of the history, it was thought 
that the patient probably had a_ tubercular 
peritonitis and ascites with a focus in the pel- 
vis and partial intestinal obstruction from ad- 
hesions. The patient was digitalized by the 
Eggleston method during 48 hours previous 
to operation, which was done by Dr. J. Shel- 
ton Horsley under local and ethylene-oxygen 
anesthesia. There was a considerable quantity 
of yellowish free fluid in the abdominal cavity 
which was removed by a suction apparatus. 
A papillary cyst adenoma of the right ovary, 
of low grade malignancy, which extended to 
the level of the navel and was adherent to the 
small bowel, was removed. The operation 
lasted 1 hour and 25 minutes; the general 
anesthetic lasted 1 hour and 5 minutes. The 
patient showed some signs of shock which 
could‘have been largely attributed to the sepa- 
ration of numerous adhesions and the loss of 
blood which was considerable on account of the 
friable nature of the tumor and the adhesions. 
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The patient recovered rapidly from shock, and 
after two days was able to. take fruit juices 
without vomiting. 

Her recovery was uneventful. On account 
of the slight malignancy of the tumor, deep 
X-ray therapy was given over the abdomen by 
Dr. Fred M. Hodges three weeks after the 
operation. At no time following the opera- 
tion did her temperature exceed that which 


it had been for one week previous to operation. 


The physical signs of tuberculous activity were 
less six weeks after operation than before 
operation, her temperature was normal, and 
cough and expectoration were less. At pres- 
ent, three months from the operation, she is 
up most of the day, has practically no cough, 
no expectoration, weighs more than for eight 
months previously, and the physical signs in 
her chest indicate steady improvement. 

Case II, M.S. D., female, widow, aged 29, 
was removed from Pine Camp Hospital to St. 
Elizabeth’s Hospital, February 11, 1924, with 
a history of having had symptoms of active 
tuberculosis for one year. The chief complaint 
was “pain in the right upper portion of the 
abdomen.” 

Four months previously, the patient had an 
attack of pain in the epigastrium, which lasted 
intermittently for two weeks; at this time 
there was apparently some jaundice with 
nausea and vomiting when the pain was most 
severe. About two weeks ago there was a 
similar attack which has persisted. The pain 
was colicky in character and most intense in 
the pit of the stomach, radiated to the right 
shoulder blade, and required frequent hypo- 
dermics for relief. She had retained prac- 
tically no food for one week. Vomitus was 
clear and greenish in character. 

The patient had been in bed for seven 
months. Five weeks before admission, an arti- 
ficial pneumothorax of the right lung was done 
at Pine Camp Hospital. Since that time her 
general condition improved, fever was lower 
and cough and expectoration much less. She 
gained but little weight, however, and her ap- 
petite and digestion were very poor. Her 
temperature was 101° when she was admitted 
to St. Elizabeth’s. 

The family history and past history have 
no bearing on the case except that her husband 
died of tuberculosis five years ago. 

Physical examination showed a poorly de- 
veloped and poorly nourished woman of small 
stature. The face was flushed, and the mucous 
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surfaces well injected. The right eyeball ro- 
tated outward which resulted from a tenotomy 
of the right internal rectus muscle several 
years ago. 

Heart: Apex impulse in the 6th interspace 
was 12cm. from the midline. All sounds were 
of good quality. Pulse was 132 per minute, 
regular in force and rhythm. There were no 
murmurs. Blood pressure was 105/60. 

Lungs: There was evidence of complete 
collapse of the right lung by pneumothorax, 
with medium moist rales at the left apex after 
expiratory cough. The moist rales were found 
anteriorly to the second rib and posteriorly to 
the spine of the scapula. 

Abdomen: There was slight rigidity of the 
muscles and marked tenderness in the right 
upper quadrant. Physical examination was 
otherwise negative. 

Laboratory Examinations: Urine was nega- 
tive except for acetone and a trace of albumin. 
Routine blood examination showed that the 
white blood count was 14,800, polys 88. Was- 
sermann was negative. The sputum showed 
many tubercle bacilli. 

From the history and physical examination, 
a diagnosis of acute cholecystitis was made. 


Under local anesthesia an upper right rectus 


incision was made by Dr. Horsley. Some 
clear free fluid was found in the abdomen. A 
gall-bladder drainage was made and the pa- 
tient was but little shocked from the opera- 
tion. The gall-bladder showed very slight 
external evidence of pathology, but was filled 
with a soft material about the color and con- 
sistency of blood clots. There was an abun- 
dance of drainage of thick, tarry bile for about 
a week, which gradually cleared up. 

The patient’s maximum temperature ranged 
from 99.6° to 102° in the afternoon for several 
weeks before her admission, and was 103° on 
the day following the operation, after which 
time it did not go above 101.5°. She remained 
in the hospital for 28 days, during which time 
she had two “gas” refills for the pneumothorax. 
Her maximum evening temperature was 100° 
during the last week in the hospital, and dur- 
ing the last two weeks she was able to take 
one quart of milk in addition to three regular 
meals per day. She was not weighed, but ap- 
parently had gained some weight and her gen- 
eral appearance was much improved. 


Discussion 
With better histories, better studies and in- 
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terpretation of progress or retrozgression, more 
frequent X-ray plates and with the advances 
of surgery, it seems likely that more cases of 
pulmonary tuberculosis may be removed from 
the expectant care method of treatment and 
assisted actually toward permanent cure. In 
a disease in which the clinical entity is nearly 
always secondary to the stress of environ- 
mental influences or to the handicap of inter- 
current disease, too much emphasis cannot be 
made in regard to the treatment of associated 
pathological conditions. 

Since rest and nutrition are the chief factors 
in treating tuberculosis, any operation, as for 
gall-bladder disease, gastric ulcer, appendicitis, 
ete., which will relieve indigestion and promote 
assimilation of food with a minimum of dan- 
ger from the operation, is a great aid in treat- 
ing the tuberculous. 

Acute tuberculosis is always the expression 
of reinfection which occurs when there has 
been a lowering of the reserve resisting power 
of the host. A “quiescent” focus can often 
be found if the pulmonary examination be- 
fore an operation is complete, and extension 
of the tuberculous process may be avoided if 
due consideration is given to the patient’s 
delicate “balance of power.” 

St. Elizabeth's Hospital. 
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CANCER OF THE CERVIX.* 
By CORA Z. CORPENING, M. D., Suffolk, Va. 

Two weeks ago I received notice that I was 
appointed to act as leader of general discus- 
sion at this meeting and, while reading the 
notice, I was told a patient was waiting to 
see me. I went to the examining room, won- 
dering as I went what subject I could choose 
that would be of general interest and bene ‘t. 
The patient at hand gave me my subject. Her 
history ran like this: 

She was colored, aged fifty-eight, married, 
and was always strong and healthy. She had 
given birth to nine children, and had her meno- 
pause fourteen years ago. Last September 
she had some rather free uterine bleeding which 
lasted one day. Afterward, every few days, 
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there was some bloody spotting. After two 

months a watery discharge set up which has 
persisted until the present time. Her doctor 
attended her from the first, and prescribed some 
medicine which she took diligently. 

She had no pain nor discomfort until the 
tirst of February, five months after the onset 
of the trouble, when dull pain set up in the 
lower pelvis. A week later she seemed much 
weaker than usual and had lost some weight. 
The doctor made his first examination after 
the onset of pain and referred her to the hos- 
pital, saving he could do nothing for her. 
Neither could we help her, for on examination 
a large cauliflower cancer of the cervix was 
found which had deeply involved the walls of 
the vagina, bladder, and rectum, and she was 
sent home to die. 

When I had heard the history of this pa- 
tient, there was immediately brought to my 
mind several such cases which had come in 
during the past year, most of them giving this 
identical history: A menopause passed several 
years previously, then the sudden show of 
blood with some spotting continuing, the visit 
to the doctor who gave them some medicine, 
and several months later the final stages with 
pelvic pain which forced the doctor to make 
an examination, which disclosed the ravages 
of a disease which had plaved havoc with many 
lives and claimed yet another as its victim. 

The study of the records of the last twenty 
cases of cervical cancer admitted to Lakeview 
Hospital revealed the following facts: One of 
the patients was twenty-seven years of age, 
four were. between the ages of thirty and 
thirty-five, but the majority were over forty- 
five years of age, eleven having passed the 
menopause. One had had an ectopic gestation 
with no other pregnancies, the others were 
multipara. One had no pathological report, 
the others were all diagnosed squamous cell 
carcinomata. Two cases had carcinoma super- 
imposed on a cervical stump following hyster- 
ectomy. In sixteen cases intermenstrual bleed- 
ing was the earliest symptom; in four cases a 
watery leucorrhoea was the first sign. Eleven 
of the advanced cases complained of pelvic pain 
of two to eight weeks’ duration. One case was 
diagnosed during a routine examination for 
other trouble. Three cases were early and 
permitted radical surgery; seven cases were 
moderately advanced permitting operative pro- 

cedure with only temporary improvement; and 
ten cases were inoperable, with the walls of 
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the vagina and the surrounding structures deep- 
ly involved. 

If this is an index to the conditions gener- 
ally prevailing, is it any wonder that the mor- 
tality of cervical cancer is high? Whose fault 
is it that one-half the cases are inoperable be- 
fore reaching the hospital and that seventy per 
cent of the remainder are too far advanced for 
permanent relief? Are these conditions due to 
ignorance on the part of the medical profes- 
sion? 

In the majority of cases ignorance is not the 
‘causal factor, fer the signs and symptoms are 
such that he who runs may read, and if there 
is a question an examination of a specimen of 
the cervix by a trained pathologist is easily 
made and is much cheaper than a life. If 
these advanced cases of carcinoma are not 
due to ignorance on the part of the profes- 
sion then what is responsible for them and 
what can remedy the situation? 

I should say that perhaps five per cent of 
the cases do not consult doctors until they are 
already advanced. I am convinced that in 
many cases the blood is on the family physi- 
cian’s hands, because he has failed to get the 
blood on his gloves in an early careful ex- 
amination, but he has treated these cases from 
early to advanced stages without even having 
made an examination or a diagnosis. The 
remaining cases which reach the advanced 
stages are due to error in judgment, or mis- 
taken diagnosis, and include the cases which 
have their incipiency before the age of forty, 
or those which have their beginning about the 
time the menopause is expected, and the pa- 
tient is treated for “the change of life” and 
no examination is made to detect the additional 
trouble responsible for the symptoms. 

How then may we prevent the advanced 
stages of cancer of the cervix? The answer is 
by diagnosing and probably treating the in- 
cipient cases. How may these be detected? 
Again the answer is easy, for few diseases 
offer as little difficulty in diagnosis as cancer 

of the cervix. Intermenstrual bleeding is the 
leading cardinal symptom which should direct 
our attention to carcinoma. This spotting 
during the child-bearing period means one of 
five things: Miscarriage, trauma, ectopic, 
fibroid or cancer. During and after the meno- 
pause it means one of two things, fibroid or 
cancer. A vaginal examination will often clear 
up the diagnosis, but not infrequently an ex- 
amination of the cervical tissue, or the scrap- 
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ings from a curettage may be necessary. In 
the latter case an immediate hysterectomy 
should be done following positive findings, to 
prevent the metastasis of cancer cells. 

It is well to bear in mind that cancer appears 
as early as the twenty-fifth year, that it may 
appear on a cervical stump after a subtotal 
hysterectomy, but that it is most commonly 
found after the forty-fifth year. Therefore, all 
patients with a suggestive history, coming 
within this period, should be subjected to a 
painstaking examination and, if they refuse to 
have this examination, the doctor should re- 
fuse treatment of the case. Our mortality 
would then be reduced to a minimum. 
~ With early diagnosis early radical treatment 
is curative. In moderately advanced cases, 
radium, X-ray and the cautery have reduced 
many to an operative stage, and have tempo- 
rarily arrested others. In the late advanced 
cases it is humane to let them die with no in- 
terference, save to make them as comfortable 
as possible. 


REPORT OF CASE OF UNUSUAL AND 
COMPLETE LARYNGEAL STENOSIS.* 


By J. R. GORMAN, M. D., Lynchburg, Va. 


Mrs. M. J. Y. This patient was seen for the 
first time November, 1921, presenting the fol- 
lowing history: The patient is a widow, 62 
years, having been married twice. 

History of present condition: First had 
trouble with larynx twenty years ago, starting 
with sore throat and hoarseness. This condi- 
tion kept up for eight years with gradual loss 
of voice and continued ulcerations of both ton- 
sils and pharynx. At the end of eight years, 
this patient had a tracheotomy done for relief 
of obstructed breathing. She was told at this 
time she could not live very long, a probable 
diagnosis of malignancy or tuberculosis being 
made. For the next twelve years she continued 
to live the life of a partial invalid, wearing 
the tracheotomy tube during that entire time. 
In addition to the discomfort of the tube, she 
had suffered a vast amount of discomfort from 
the pain incident to the local condition in her 
throat. She at no time had a blood examina- 
tion or any other examination except local 
inspection and no treatment except local treat- 
ment for the throat. 

Inspection of the throat showed very exten- 
sive ulcerative processes of the tonsils, soft 


*Read before the Virginia Society of Oto-Laryngology and 
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palate, posterior pharyngeal wall, epipharyn« 
and posterior ends of both inferior turbinates. 
Examination of larynx by indirect method 
showed extensive ulcerations involving the 
whole epiglottis, larynx, extending down int» 
the trachea. The vocal cords, both true ani 
false, were entirely destroyed by the ulcerative 
process. The general condition of patient was 
very good. 

The Wassermann examination showed a four 
plus blood. Arrangements were made for 
immediate intensive specific treatment, which 
extended over a period of eight months, includ- 
ing thirty-six injections of salvarsan and one 
hundred and twenty injections of mercury in- 
tramuscularly. At the end of this time, the 
patient still had a four plus Wassermann re- 
action. The Wassermann at the date of last 
examination, six months ago, was still four 
plus, the supposition being that the patient has 
a Wassermann fast blood. 

This patient was seen every two weeks dur- 
ing the period of her active specific treatment. 
The local ulcerative processes healed remark- 
ably quickly. Within two weeks of the second 
treatment, the ulceration in the upper part of 
the throat had healed. In the process of heal- 
ing, there developed across the upper part of 
the larynx a very thick membrane completely 
obstructing the larynx. This occurred in the 
form of a web-like process extending from the. 
base of the epiglottis in front along the line 
of the false vocal cords to the base of the aryte- 
noids behind. 

This patient presented a difficult problem to 
handle. She did not have the means to go to 
Dr. Chevalier Jackson in Philadelphia, where 
we wished to send her. On June 27, 1922, un- 
der local anesthesia, we removed as much of 
the membrane as possible by means of the 
direct laryngoscope. At this operation, we 
found the membrane very thin in front but 
rapidly becoming thicker toward the back un- 
til the thickness had increased to at least one- 
fourth of an inch. We allowed the throat to 
heal completely from this operation and, on 
July the 20th, a second operation was done, 
removing again as much of the obstructing 
membrane as possible. Following this opera- 
tion, the larynx was dilated with the Jackson 
triangular laryngeal dilators, commencing two 
days after the operation. The dilatations were 
done every other day from this time up to 
October 11th, when the dilatations were dis- 
continued and the tracheotomy tube gradually 
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blocked off. On November the 11th, after the 
tracheotomy tube had remained completely 
blocked for three weeks without any interfer- 
ence With breathing and no decrease in the size 
of the laryngeal opening, the tracheotomy tube 
was removed and patient seen twice a week for 
six weeks. At the end of this time the sinus 
leading into the trachea had completely closed 
and healed over. 

The patient has been under observation con- 
stantly since that time and has been perfectly 
comfortable and has had no recurrence of the 
local manifestations of the infection. The 
vocal cords are completely destroyed. The 
patient speaks very distinctly but quite hoarse- 
ly, of course. 


TREATMENT OF VINCENT’S ANGINA.* 


By T. LATANE DRISCOLL, M. D., Richmond, Va. 
Associate in Syphilology, Medical College of Virginia. 


My excuse for bringing this subject before 
you, with so few case reports, is the fact that 
etiologically, and indeed symptomatically, 
Vincent’s angina, and trench mouth are iden- 
tical and, after treating in all about fifty cases 
of trench mouth, with brilliant results es- 
pecially as to the large ulcers encountered, I 
felt that I might give with a reasonable de- 
gree of confidence the result of treating this 
condition in the throat. 

It may be said that we have a specific in the 
therapeusis of Vincent’s in the form of arsphe- 
namine. This may be true, but I do know 
that this is not a uniform opinion, as I have 
repeatedly had throat specialists tell me that 
this or that case did not clear up after “606” 
treatment, and I thought perhaps in those cases 
it might not be amiss to use the treatment 
about to be enumerated. 

This is only a preliminary report, as I shall 
ultimately report the results of a greater num- 
her of cases, to prove or disprove my idea. 
The following case histories are pertinent to 
the subject: 

Case 1—J. E. W., male, age 24, consulted 
me January 4, 1924, because he thought there 
was a recurrence of syphilis in the throat. 
There was a distinct ulcerated, punched out 
area on both tonsils, and an ulcer on right pil- 
lar, involving about one-half of tonsillar area. 
This membrane was of a yellowish white ap- 
pearance, and throat was very painful. Tem- 
perature 101.5° F. Patient somewhat ill. No 
signs of syphilis elsewhere and, in. view of the 

*Read before the Richmond Academy of Medici 


fact that patient had been treated rather in- 
tensively a few months previously, I felt that 
such an extensive area involved was improb- 
ably syphilitic. 

A tentative diagnosis of Vincent’s angina 
was made. This was confirmed by finding the 
spironema vincentii and the Bacillus fusi- 
formis. The specimen was stained with car- 
bolated gentian violet. 

The course of treatment was as follows: Pa- 
tient was given 5 c.c. antimony and potassium 
tartrate, 1 per cent solution, intravenously, on 
January 4, at 1 P. M. 

On January 5, patient presented himself 
for second injection, which was given with no 
increase of dose. Examination at this time 
showed at least one-half of ulcerated area gone. 

January 6, treatment was repeated as before. 

January 7, patient was seen for last time, 
when he was found to have none of former 
symptoms and was feeling entirely comfortable. 

Case 2.—Dr. C., age 26, dentist, consulted 
me for a sore throat, and stated he had trench 
mouth. There was an ulcer on right buccal 
surface of cheek, about the size of a dime, and 
three ulcers on left tonsil, with four small ul- 
cers on right. 

Patient was quite sick, with very painful 
swallowing, and almost complete inability to 
masticate. Gums were somewhat reddened, with 
distinct retraction, bled readily, and at times 
were painful. 

Spirilla and fusiform Bacilli were found in 
ulcers and gum margins. Diagnosis: Vincent’s 
angina and trench mouth. 

Course of treatment: January 8, patient 
given tartar emetic in 5 c.c. doses. 

January 9, throat was painless, and ulcer- 
ated areas markedly decreased in size. 

January 10, treatment repeated. 

January 13, fourth dose administered. At 
this time, five days after the initial injection, 
there were no ulcerations in throat, and pa- 
tient was entirely free of any discomfort. 


ConcLUSIONS 


If I am allowed to arrive at any conclusions 
from these cases, it would seem we have a 
remedy that gives almost dramatic results in 
treatment of Vincent’s angina, and for those 
cases that seem most intractable the use of 
antimony would seem entirely justified. 

Medical Arts Building. 
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PSORIASIS. 
Case Report.* 
By GRAFTON TYLER — B. S., M. D., 


Washington, 

Mr. L. A. W., age 47 years, was referred to 
me December 3, 1921, at the suggestion of Dr. 
Stromberger that his psoriasis might be due 
to some form of protein sensitization. The 
trouble had started over three years previous 
to this date as a little pimple in the hair in 
front of the right ear. It spread first over the 
head with the formation of greasy scales, and 
then the forearms, thighs and lower left leg be- 
came affected. Spots were two to three inches 
square. After one and one-half years of this 
he was advised to use a preparation of liquid 
sulphur in his bath and the trouble left his 
head entirely. Under treatment with chrys- 
arobin, the psoriasis all disappeared except a 
place on the chest about one-half inch square. 
While endeavoring to clear up this small spot. 
dermatitis set in, followed by a spread of the 
psoriasis all over his body. He lost all the 
hair off his head and body and also lost his 
finger and toe nails. His legs and feet were 
terribly swollen. It hurt him to stand still, 
so he would pace up and down the room for 
hours at a time. Had lost thirty pounds in 
weight, from 165 to 135 pounds, He had been 
treated by six different doctors, the last one a 
competent skin specialist. Scales would pile 
up in places on his body, at least one-half inch 
thick, to look like white rosebuds and, when 
he would take off his clothes, they would fall 
out in the room in a shower. A heaping dust- 
pan full of scales could be swept out of his 
bed every morning. At times he would look 
at himself in the mirror and cry like a baby 
and wish that he were dead. I had Dr. H. H. 
Hazen in consultation with me and he stated 
that it was one of the worst cases of psoriasis 
he had ever seen. 


His teeth were in perfect condition. Tonsils 
negative. Heart and lungs normal. Hemo- 
globin 70 per cent. Urine negative on re- 
peated examinations, with a specific gravity 
of 1.020 and no albumen or sugar. 

Personal and family history negative as re- 
gards allergy. It was impossible to make any 
skin tests for protein sensitization, as he did 
not have a spot of normal skin on his entire 
body. 

Vegetarian diet was tried but later at the 


*Presented before ‘the ‘Section on Internal Medicine of the 
Medical Society of the District of Columbia, February 12, 1924. 


suggestion of Dr. Hazen he was allowed to eat 
everything. His appetite was enormous, pro!- 
ably due to the great loss of protein throuc) 
the scales. He would have fever about 8 P. \\. 
every evening and would drink large quanti- 
ties of water. 
every day. 

As staphylococcus albus is the organism com- 
monly found in psoriasis, I treated him with 
a vaccine prepared from a pure culture of 
staphylococcus albus obtained from another 
patient. These inoculations were given twice 
a week in increasing dosage from 100 million 
to one billion organisms. He made a marke«| 
and progressive improvement while taking 
these treatments but was forced to discontinue 
them as I had used up the vaccine. 


I wanted him to have sun baths but as it 
was the middle of winter, it was impossible 
to get these out-of-doors. As a substitute, I 
had him lie naked on a cot in an overheated 
room with the sun shining through a window 
on him. I realized that the window glass 
filtered out from the sunlight a large part of 
the actinic or ultra-violet rays, but it was 
about the best that we could do under the cir- 
cumstances. With the aid of a few barrel 
hoops sawed in half and some ordinary electric 
light bulbs I rigged up a crude electric light 
bath that could be covered with the bed clothes, 
for use on cloudy days. These light baths 
seemed to be very soothing to him and he would 
sleep for hours at a time in this way. Later 
as the weather became warmer he was en- 
couraged to spend his days working in the 
garden, bareheaded and wearing only a white 
sleeveless shirt and a pair of white trousers in 
order that he might absorb as much of God's 
sunshine as possible. 


He had been advised to try all sorts of baths, 
many of them of long duration. We came to 
the conclusion that water was irritating to his 
skin, so bathing was reduced to a minimum. 
His skin became very dry, cracked and bleed- 
ing, and pure olive oil was applied freely for 
this condition. 

I consider the mental state of the patient an 
important factor in these cases, so everything 
possible was done to cheer and encourage him 
and assure him that he was going to get en- 
tirely well. It is a common experience to see 
these cases have an exacerbation of their 
psoriasis following some nervous shock, men- 
tal strain, worry over business affairs, etc. 


Bowels moved regularly twice . 
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A stock staphylococcus vaccine was given a 
brief trial, but with no results and no local 
reaction at the site of inoculation. In regard 
to this point, I am convinced that a vaccine 
that fails to give any local reaction whatsoever, 
is unworthy of extended trial. 

Cultures were then obtained from the under 
surface of the scales, by first cleansing the 
outer surface of the scales with alcohol and 
then removing them with sterile thumb forceps 
and planting them immediately on blood serum 
agar. On incubation, growth was seen in the 
form of small grayish colonies that were grown 
with difficulty. The organism was an unidenti- 
fied Gram negative coccus, resembling a staphy- 
lococcus in morphology. Bacteriological work 
on this case was performed by Mr. Shoub, 
formerly of the Hygienic Laboratory. A vac- 
cine was prepared from this organism, and he 
was treated with the same in gradually increas- 
ing doses from 100 million to 5 billion, at first 
twice a week, then every 5 days and finally 
once a week. He obtained good local reactions 
from these inoculations, and made progressive 
improvement until June 29, 1922, when he was 
discharged as cured, and has remained well to 
date, a period of over a year and a half. 

1726 M Street, Northwest. 


ELECTRO-COAGULATION METHODS IN 
THE TREATMENT OF HEMORRHOIDS. 
A SIMPLE, BLOODLESS, AMBU- 
LANT TECHNIQUE. 

By J. B. H. WARING, M. D., Blanchester, Ohio. 


This article is prompted by perusal of an 
article in a recent issue of the Virctnta Mept- 
caL Monruuy, in which a Virginia surgeon 
gives a very interesting description of his sur- 
gical technique in the treatment of this wide- 
spread condition. In the discussion on this 
paper, another Virginia doctor goes on to re- 
late what to him was a very peculiar state 
of affairs in his own city, in that patients 
were refusing reference to their local surgeons 
for hemorrhoid operation; and in some in- 
stances were going all the way out to some 
town in Michigan, where two brothers, pre- 
sumably advertising pile specialists, were 
treating piles in a very easy, satisfactory man- 
ner, with the electric needle. From the stand- 
point of the patient, at any rate, this electric 
needle operation was so much easier and less 
painful, that pile sufferers were at the point 
where they would go to all the time and ex- 


pense of the trip out to Michigan to obtain 
relief that they could not get in their own 
town, apparently. 

The doctor who makes these remarks in his 
discussion, apparently did not know this 
technique; but expressed a desire to know 
more about it—that there must be something 
in it, so to speak. On the assumption that 
there are a number of other doctors, who also 
would like to know a little something about 
electric needle methods of pile treatment, these 
notes are given. 

I hold no brief for the advertising pile 
specialist or for any other sort of advertising 
specialist, whether he happens to be an out- 
and-out quack, or whether he happens to be 
a trained physician who turns to the methods 
of the charlatan because he thinks there are 
more get-rich-quick possibilities therein; but 
I do think physicians who more rigidly adhere 
to the time-honored ethics of our profession, 
can often take a leaf out of the notebook of 
these practitioners. In other words, many of 
these irregulars are men of a bold, keen type 
of mentality, quick to seize upon newer and 
better methods. The regular physician then, 
must not blindly consider everything as ver- 
boten that these irregulars employ in their 
work; but should study their professional 
methods in contradistinction to their “busi- 
ness” methods, and, that which is found good, 
take up and incorporate into their own prac- 
tice. 


If these men are doing better work than we 
are, it is up to us to bring our own work up to 
that standard, and to disregard, if we can, the 
source of our new knowledge perhaps. The time 
has not been so long gone that any doctor, tak- 
ing up electrical methods in any of its many 
forms, was considered to be flirting danger- 
ously near the out-and-out quack class. It is 
true that this attitude was brought about be- 
cause the quacks and the advertising specialists 
were quick to see the appeal in such methods— 
the mystery it carried, and the possibilities of 
large fees. Because the quacks used it, the 
ethical physician religiously left it alone. 
Physiotherapy, however, is rapidly coming 
into its own, all along the line; and the pro- 
gressive doctor who senses the trend of the 
popular mind in things medical will do well 
to give serious thought to physical therapy. 
Because we have neglected this broad field, 
the osteopath and the succeeding chiropractor 
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have found a rich field, virtually virgin soil, 
on which to grow in exotic exuberance 

The ethical surgeon wants to take the pile 
sufferer, put him in hospital for a week or 
two weeks, and run him through the pain and 
expense of major surgical procedure, when re- 
lief may be afforded with a comparatively in- 
expensive, painless minor surgical attack. It 
is no wonder then, that patients who have 
heard from word of mouth—or perchance 
through the widely circulated booklets of these 
advertising specialists so-called—of the simple, 
easy methods they use will refuse to consign 
themselves to the tender mercies of the per- 
fectly ethical, but major surgically-minded 
operator. 

To overcome this unsatisfactory situation. 
we must have a campaign of education, both 
for the doctor and for the laity; the doctor 
must learn how to use these easier, milder 
methods, and the laity must be educated to 
know that their own doctors and surgeons can 
afford them relief just as easily, and in a better 
safer way. than can the irregular, whose gen- 
eral medical and surgical training is often 
far from complete. 

With these general remarks on the situation, 
I will present a simple electrical treatment of 
hemorrhoids. No claim for originality is made, 
of course, for the successive steps in technique. 

Operation is performed under local anes- 
thesia. About three-quarters of an hour prior 
to operation, morphin sulphate, grains 14 to 
1/3, is given by mouth, together with atropine 
sulphate, grains 1/100, and strychnin sulphate, 
grains 1/30. This may be given by hypo if 
desired. 

Bowels should have been emptied prior to 
operation, preferably by a simple enema or 
glycerin suppository. Operative field is now 
cleansed with mild soap and water, followed 
by irrigation with a weak potassium permanga- 
nate solution, say 1 to 3,000 or 1 to 5,000; this 
largely eliminates fecal odor for the time being, 
and renders field more satisfactory to work in 
from an olfactory standpoint anyway. 

An appropriate spot of rectal mucosa is 
swabbed with 10 per cent cocain and through 
this preliminarily anesthetized area, the entire 
operative field is successively anesthetized in a 
practically painless method by successive in- 
jections of 1 or 2 per cent novocain solution. 
If a glass suction cup of sufficient size to cover 
the anus is now applied, internal piles will be 
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drawn down and temporarily converted into 
interno-external piles; likewise, all pile masses 
will be congested up and made prominent to 
inspection, so that the operator is not so likely 
to miss a budding pile or two, and have his 
patient return in six months after operation 
with the lament that his piles are coming 
back on him, etc. Individual pile masses may 
now be taken up one by one and held in the 
grasp of an appropriate sized suction tube of 
glass; or they may be drawn out with seizing 
forceps, and then held across their base with 
a regular pile clamp, merely for convenience 
of attack. The suction tube holds the hemor- 
rhoid out prominently, and serves the purpose 
of a steadying forceps, without the crushing 
and lacerating effect of a pile clamp. 

An electro-coagulation needle in an insu- 
lated handle is now brought into play, using 
the bipolar d’Arsonval high-frequency electric 


~iagram showing electro-coagulation treatment of hemor- 
rhoids. A. Internal bleeding hemorrhoid. B. External 
hemorrhoid. 

An area across the base of each hemorrhoid has been elec- 
tro-coagulated, with resultant destruction of its blood 
and lymphatic supply. 


current directly on the pile mass. The in- 
different electrode, usually about a 5 or 6 inch 
plate of diathermy metal, is strapped over 
one leg or over the shoulder or abdomen, care 
being taken to have good contact by means 
of a cloth wrung out of saline, damp felt or 
special electrode metal with soap-suds for bet- 
ter contact or patient may grasp the regular 
auto-condensation handle instead. 

The electro-coagulation needle in an insu- 
lated handle is now connected by flexible in- 
sulated wiring to active pole, and the needle 
carried through base of hemorrhoid under 
edges of suction tube holding pile out promi- 
nently. With foot-switch usage, just enough 
current is sent through the needle to coagulate, 
but not to carbonize or burn hemorrhoidal tis- 
sues; this process is repeated with several in- 
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jections of the needle until a layer of tissue at 
base of pile proper is entirely coagulated, thus 
destroying blood and lymphatic supply to the 
pile proper. A little experience will quickly 
determine for the operator just about the right 
amount of current to employ. 

If there are, as is usually the case, several 
pile masses to be removed, each successive pile 
is taken up and treated in the same manner; 
only a few minutes is required for the entire 
procedure. If care is taken to handle the pile 
masses gently and proper anesthesia obtained, 
the entire operation is painless. The tissues 
at base of each pile are simply coagulated in 
a manner similar to the poaching of an egg. 
Pain following the operation would be indica- 
tive of some sparking and some degree of car- 
benization on the active electrode, which is 
to be avoided. 

This completes the operation proper; we 
have strangulated each pile mass far more ef- 
fectively than if we had the stoutest ligature 
encircling its base, and this has been accom- 
plished without any pain, bleeding or use of 
the knife; no raw surfaces have been left to 
cause the pain, which follows the usual sur- 
gical treatment of piles. Coagulation of its 
base destroys blood and lymphatic supply of 
the pile mass, and in a few days this sloughs 
away in a painless and bloodless manner, skin 
and rectal mucosa involved healing over the 
operated area very rapidly. Our patient has 
not been subjected to hospitalization, with its 
attendant fright to the average patient; he is 
not upset and miserable in mind and body after 
reaction from a general anesthetic; further, he 
is not troubled to any extent with irritation 
around the anus. The treatment is admirably 
an office procedure, and at its conclusion our 
patient is ambulant, and able to go home un- 
der his own steam at it were. Nervous or 
weakly patients are instructed to take it easy 
for a day or two; one old lady of 80 summers, 
I kept in bed for three days; but most of them 
are up and about in short order. 

We do not have to make any radical change 
in the patient’s dietary, but instruct him to eat 
a trifle less for a few days until full activity 
is restored. Liquid petrolatum, or preferably 
petrolagar, in full dosage for a few days is 
very helpful in rendering the bowel passages 
bland and easy; our patients do not dread the 
first bowel passage after operation; this gives 
them practically no discomfort, and we have 
the bowels move the next morning as usual. 


37 


This is radically different from major surgical 
attack on hemorrhoids, where often the bowels 
are purposely restrained for “healing” pur- 
poses; and after a number of days the first 
bowel action is usually looked upon as a for- 
midable adventure, fortified by large dosage 
of oleum ricini. 

In other words, the bowels are kept in a soft, 
easy condition, and some mild, soothing oint- 
ment kept applied to the anal region from day 
to day for a few days. Otherwise the patient 
is free to go about his usual avocation and for- 
get he ever had piles. 

A busy factory superintendent was operated 
at 4 p. m. one day; given two tablets of mor- 
phin sulphate, grains 14 each, with instruc- 
tions to use if needed during the night for 
pain; at 8 p. m. he was called to the factory 
because of a tie-up and worked until midnight; 
up again at 8 a. m., put in his full day of 
work after an easy morning bowel action; 
called on his doctor after 4 p. m. that day and 
returned the two morphin tablets unused. 
Electro-coagulation methods certainly did not 
interfere with his daily routine to any extent. 

A young man of good physique, but who 
was much underweight from a strictly milk 
liet of some near-stomach-specialist, who was 
on the trail of an alleged gastric ulcer, came 
in one morning for treatment of his piles. He 
was much constipated and all out of sorts all 
along the gastro-intestinal tract. His piles 
were electro-coagulated and, after sitting 
around the office perhaps a half hour while 
ointment and other supplies were procured, 
got into his Ford and drove home some 25 
miles over none too good roads. This patient 
telephoned me at 8 o’clock that night, that he 
was taking it easy by the fireside, and felt 
better than he had for three years. This pa- 
tient was half starved, and proper feeding 
brought up his weight in six weeks to 21 
pounds better; his constipation and “threat- 
ened” gastric ulcer had cleared up; in other 
words, he looked and acted like a new man. 
Of course, all such patients must be given ade- 
quate instructions as to proper diet and per- 
sonal hygiene, etc., but so far as their pile 
affliction is concerned, they become things of 
the past after proper electro-coagulation treat- 
ment. 

No effort has been made to go into this sub- 
ject extensively, or to give in minute detail 
every step in technique; my idea has been 
merely to present in a general way, the subject 
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of electro-coagulation treatment of hemor- 
rhoids; to invite the attention of fellow phy- 
sicians to the fact that for the average case 
of hemorrhoids the usual surgical methods 
should be passe in this day and age; and that 
we, as physicians, should ever be on the alert 
to take hold of and to study out fully every 
advance or suggested advance in medicine and 
surgery; further that we should ever be on 
the alert to find out all about any new develop- 
ment that may be possibly newer and better 
than the methods we are now using; and lastly 
that we be not prejudiced at the source of any 
new development, whether it comes from the 
big fellow with an established reputation, the 
little fellow at an obscure country cross-roads, 
or from the advertising quack. Forget the 
source in other words, and study the method. 
If it is better, take it and use it, and let us 
not be too superficial in our study of the newer 
methods. If we will do this, our patients will 
not refuse to go to our local surgeons, and they 
will not go to Michigan or Kamchatka for 
that matter for relief, neither will they lend 
ready support to the chiropractor and the con- 
stantly appearing new cults; instead, they will 
take the methods of their family physicians 
and surgeons, if those family physicians and 
surgeons will always stand ready to give them 
that which is newer and better. 
109 East Main Street. 


DETERMINATION OF KIDNEY 
FUNCTION.* 


By S. H. ROSENTHAL, M. D., Lynchburg, Va. 


The subject assigned to me for discussion 
today is so broad and vast that I would con- 
sider it a presumption on my part to attempt 
even to sketch the bare outlines that would 
cover it. If limitation and restriction in the 
discussion of this subject becomes necessary 
because of considerations of expediency, I 
thought it best to take up a subdivision of the 
task assigned to me, which may well serve as 
an introduction to the whole subject. I trust 
that you will all agree with me that in order to 
diagnose properly any disease of the kidney a 
thorough understanding of kidney function, 
and the methods for its testing, is indispen- 
sable. It is the topic of Determination of Kid- 
ney Function which I shall discuss today. 

The function of the kidney is to excrete the 
waste products of the body. These products 


*Read at the meeting of the South Piedmont Medical Society 
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are formed in the normal process of meta- 
bolism. Such products are designated a: 
metabolites, or endogenous products. It is the 
function of the kidney to excrete also sul)- 
stances which are not formed in the process of 
metabolism, various dye-stuffs, drugs an 
poisons, for instance. Such products are 
designated as exogenous. This function of 
elimination is to be considered as a true secre- 
tion, that is, a vital function which is in- 
fluenced by the nervous system. While it is 
thought at present that kidney elimination is 
a vitalistic activity, the laws and factors whic) 
determine it have not yet been uncovered t» 
the entire satisfaction of an older faction which 
still contend that kidney activity may be ex- 
plained on a physical basis. It will be suffi- 
cient here for our purposes to state that the 
newer work on the kidney has proved that the 
elimination of a certain substance in the urine 
is not only dependent upon its concentration 
in the blood stream, but even to a greater ex- 
tent upon the concentration of the substance in 
question, in the body tissues. We thus see that 
certain—yet obscure—vital phenomena are con- 
cerned in kidney secretion or elimination. 


In recent literature on this subject one often 
meets with the speculation whether the kidney 
has besides its excretory function also an “in- 
secretory” function; in other words, whether 
the kidney elaborates an internal secretion. I 
shall not attempt to answer this question at 
any length. I shall merely mention here the 
most important facts in support of the theory 
that the kidney does produce an internal secre- 
tion. We know, for instance that after cases 
of double extirpation of the kidney, or in cases 
of severe mercurial poisoning where the paren- 
chyma of the kidneys are practically entirely 
destroyed, the development of acetonemia is 
more rapid and severe than when anuria is 
caused by mechanical causes such as calculus 
in the ureters, or the twisting of the ereters. 


For clinical purposes we are chiefly con- 
cerned with the excretory function of the kid- 
ney and practical methods for testing this func- 
tion. The eliminative capacity of the kidney 
may be tested in one of two ways. First, by 
ascertaining in what manner and time the kid- 
ney will get rid of a certain quantity of 
endogenous products, such as water, urea, 
sodium chloride. Second, by determining the 
manner and time the kidney will get rid of 
certain exogenous substances, such as lactose, 


— 


1924] VIRGINIA MEDICAL MONTHLY. 


iodine, indigo-carmin, phenolsulphonphthalein, 
and other dye stuffs. 


All of us are quite familiar with the method 
of testing the kidney function with exogenous 
products, particularly with the substance 
phenolsulphonphthalein. It is not necessary 
even to mention the technique of the test. It 
is simplicity itself and this accounts for its 
widespread use in this country. In criticism 
of this method of testing kidney function may 
he said the following: 

A. While it is true that phenolsulphon- 
phthalein test will give us an insight into the 
general functional capacity of the kidney it 
cannot tell us to what extent the organ will 
be unable to cope with the elimination of 
endogenous substances, such as urea, salts, 
water, and other products of normal meta- 
bolism. 

B. It seems irrational to test the function 
of any body organ with substances foreign to 
it. Kidney function should be expressed and 
interpreted in terms of substances which the 
organ is called upon to excrete daily and nor- 
mally. 

C. In testing with exogenous products 
(dye-stuffs), we cannot draw any prognostic 
and therapeutic inferences from our test as in 
testing with endogenous substances. For in- 
stance, when a functional test is made with 
urea, and the manner and rate of its excretion 
is determined, we can at once form an idea as 
to the amount of such substance to be given in 
the diet; that means that the patient will be 
advised against a protein rich diet. 

It is for the above mentioned reasons that a 
great many internists in this country and in 
all European clinics test kidney function with 
endegenous products; that is, with substances 
which are normally formed in the process of 
metabolism, and which the kidney is called 
upon to eliminate as the essential organ of 
elimination. 

In testing the function capacity of the kid- 
ney with endogenous substances, we may choose 
one of two methods. First, we may test the 
kidney under physiological conditions. We 
see how much of a certain substance which is 
normally used in the diet is excreted in a 
certain time. Second, the endogenous sub- 
stance is given in excess of the amount which 
is usually taken under normal conditions. By 
this latter method the reserve capacity of the 
kidney is determined. 
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In order to understand properly the under- 
lying physiological principles of the kidney 
tests with substances which are normally form- 
ed in the process of metabolism, or as we called 
them for the sake of brevity, endogenous 
substances, it will be necessary for us to focus 
our attention on the two main functions of the 
kidney in as far as they affect and control the 
elimination of waste products from the system. 
One of these two main functions is that of 
excretion of water. In order that the waste 
products of metabolism be excreted, they must 
be dissolved in water. Without water to keep 
the metabolites in solution, kidney function is 
inconceivable. The second main function of 
the kidney is that of concentration. It is in 
this respect that the vitalistic function of the 
kidney is best manifested. The kidney is 
‘rapable of eliminating substances in a higher 
concentration than normally found in the blood 
stream. In other words, in cases where the 
organism suffers from a deficiency in water, 
the kidney must still be able to eliminate the 
waste products. This ability of the kidney is 
designated in the technical literature on this 
subject as concentration. 

We may therefore summarize the above 
statements by saying that the functional capac- 
ity of the kidney may be tested by the endog- 
enous method in one of two ways: First, in 
the presence of a normal water supply in the 
organism we see to what extent the kidney 
is able to dissolve or dilute the metabolites 
which are brought to it by the blood stream; 
second, in the absence of a normal water sup- 
ply in the organism, we estimate to what de- 
gree the kidney is able to concentrate the meta- 
bolites. 

T shall not dwell very long on the technique 
of carrying out functional kidney tests on the 
above indicated lines. You will judge that in 
order to carry out these tests, careful clinical 
standardization and observation will be neces- 
sary. I shall briefly mention a test which is 
based on the determination of the capacity of 
the kidney to dilute the metabolites; and an- 
other test which is based on the determination 
of the power of the kidney to concentrate the 
metabolites. 

PRELIMINARY STEPS 

Several days before the test, the amount of 
the urinary output, its specific gravity, and its 
sodium chloride concentration, is determined. 
The patient is put on a standard normal diet. 
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In the morning, within the period of one 
hour, the patient is given to drink 1 liter (1 
quart) of water with a little fruit juice. Dur- 
ing the 6 hours following, the amount of urine, 
specific gravity and salt concentration are de- 
termined. During the next 6 hours the same 
determinations are made every 3 hours. The 
urine for the remaining 12 hours is also col- 
lected and again the same examinations are 
carried out. The total amount of urine ex- 
creted during a 24-hour period is thus exam- 
ined 6 times. 

Resvuits 


When the kidneys function normally, the 
greater amount of water is excreted within the 
first 2 to 4 hours. In diminished kidney func- 
tion it will require the whole day to eliminate 
the amount of water used in the test. Under 
normal conditions the specific gravity is 
higher in the first few samples. sinking rapidly 
in the following samples. Under pathological 
conditions the sinking of the specific gravity 
values is less marked. 


CONCENTRATION TEST 


A standard concentrated diet is given (in 
such diet there are no cereals, juices, and 
fluids). The day and night urine are meas- 
ured separately and the specific gravity taken. 


Resutt 


When the kidneys have a normal capacity 
to concentrate the metabolites, there is a 
marked diminution in the amount of the uri- 
nary output and a great rise of specific gravity. 
The specific gravity will be about 1,030 and 
even higher. When the functional capacity of 
the kidneys is impaired, the amount of urine 
will be greater and its specific gravity will rise 
to only about 1,010. 

I shall not mention the other functional 
tests based on the same principle of excreting 
such substances which normally are used in 
our diets. There are a number of methods es- 
pecially popular in the Continental Clinics 
which test very finely the reserve capacity of 
the kidney. 


EvaLvUaTION OF Data 


In evaluating the data which we may ob- 
tain by any functional kidney test, it may be 
well to keep in mind that the functional capac- 
ity of the kidney is closely interwoven with 
other body functions, such as circulation, and 
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the exchange of metabolic material between the 
tissues and the blood. Kidney function may 
temporarily be influenced by disturbances in 
other organs or systems. The surgeon ani! 
urologist will do well to obtain the compre- 
hensive viewpoint of the internist in dealing 
with any problem affecting the kidney. 


CuemicaL Bioop ANALYsIS 


Recently, thanks to the development of 
micro-chemical methods, blood chemistry has 
been brought within the reach of the private 
practitioner. There are a great many micro- 
chemical methods which are supposed to give 
us an insight into the functional capacity of 
the kidney. The essential chemical blood 
tests which concern us here are the determina- 
tion of the urea and non-protein nitrogen in 
the blood. But, as with other laboratory 
methods, the results of chemical blood exami- 
nations should be interpreted only in the light 
of broader clinical knowledge; otherwise, they 
will be grossly misleading. It is now known, 
for instance, that the blood content of urea 
and non-protein nitrogen is dependent not only 
on kidney activity but also on the nitrogen 
content of the food, and a rise above the nor- 
mal level of these substances in the blood may 
also occur with a perfectly normal kidney. 
Further, the urea and non-urea nitrogen con- 
tent of the blood may be depending upon pro- 
tein destruction within the body itself, such 
as occurs in many of the infectious diseases. 


CONCLUSION 


TI am well aware of the fact that my paper 
falls far short of the subject which was as- 
signed to me. Even the single topic of Drrrr- 
MINATION OF Kipnry Function is far from 
being covered. Yet I trust that I have suc- 
ceeded in pointing out the broader problems 
of kidney function and to focus attention to 
the pitfalls of a restricted view on the matter 
of determining the functional capacity of the 
kidney. 


A NOTE IN REFERENCE TO THE BILE 
REACTION IN URINE.* 
By WILBUR M. BOWMAN, M. D., Petersburg, Va. 
Though it is known that a certain number 
of drugs will interfere with the bile reaction, 
I have been unable to find in the usual text- 
books any mention of the particular behavior 


*Written while in Senior class at University of Virginia, 
School of Medicine. 
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of iodides. In doing a routine urinalysis on 
a patient taking potassium iodide, I found that 
with the modified Gmelin’s test for bile, using 
the filter paper method, a reaction was ob- 
tained which might be confused with a posi- 
tive bile test. Further procedures, however, 
showed that bile was absent; therefore, I 
thought it worth while to report the observa- 
tions made in this connection. 

Using the filter paper method, the urine of 
patients taking potassium iodide gives a red- 
dish brown color with the distinctive green on 
the periphery. After standing for a few 
minutes the green gradually fades away and 
a blue color appears. This latter color becomes 
particularly intensified on the innermost part 
of the circle. The experiment performed with 
a solution of potassium iodide and yellow nitric 
acid gave the same results. It was found that 
the greater the concentration of potassium 
iodide the more pronounced the reddish brown 
color and the less the green. With a weaker 
solution the green becomes more prominent 
and it may be the only color observed at the 
time. It is to be noted that ordinary filter 
paper was used with these results. With the 
highly’ washed ashless paper there is a tend- 
ency to a yellow color on the periphery instead 
of the green, and the production of a violet 
instead of a blue color. The latter is prob- 
ably due to the presence of dextrin. Higher 
grade paper may give little or no display of 
colors at all. 

A thin layer of urine containing potassium 
iodide, or a solution of the latter alone, was 
placed on a white porcelain dish and touched 
in the center with yellow nitric acid. A red- 
dish brown color appeared immediately in the 
center with a brilliant vellow on the periph- 
ery, but no blue or green. As the central 
color disappeared the entire drop became bright 
yellow. The Gmelin’s layer test gave results 
similar to the preceding observation. 

Conclusions: When using the filter paper 
(average grade) method, the urine of patients 
taking iodides will give a reaction that might 
be confused with a positive bile test; however. 
the Gmelin’s layer test, porcelain dish test, or 
Smith’s iodine test will aid in interpretating 
the reaction. 

It appears that the blue color is due to the 
action of the iodine, which is liberated by the 
acid, on the starchy material in the filter paper; 
and the reddish brown and yellow colors to the 
reaction between the nitric acid and the po- 
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tassium iodide. The combination of this yel- 
low color with the blue gives the distinctive 
green as seen on the filter paper. 

Central State Hospital. 


ENDOCRINE RADIATION AS A MEANS 
OF IMPROVING THE QUALITY AND 
POWER OF THE SINGING VOICE. 

By H. H. RUBIN, M. D., New York, N. Y. 

The voice, while not distinctly a secondary 
sex attraction, as are the horns of a stag, the 
mane of a lion, the tail of a peacock, or the 
brilliant color of various tropical or sub-tropi- 
cal fish, has, nevertheless, a very intimate con- 
nection with the mating instinct. In point of 
fact, the song of the bird, as pointed out by 
Darwin, has a distinct purpose, this purpose 
being to attract the favorable notice of its 
demurely-colored mate. The roar of a lion has 
much more significance than merely the de- 
sire to inspire a certain amount of terror in 
its intended prey—it is largely a mating call. 

Psychologists have noticed that the noisiness 
of boys in their play increases perceptibly in 
the presence of little girls, in whom, consciously 
or unconsciously, they desire to inspire interest. 
Psychoanalysts will tell us that this interest 
is essentially a sex interest, although the boy, 
who may not yet be at the age of puberty, is 
entirely unconscious of it. However, there is 
a certain “exultant” note in his whoop, which 
Freudians classify as a sex call. 

It has also been remarked that the blind 
very frequently are able to form a remarkably 
clear idea of the physical vigor and condition 
of a singer by listening to his song. This song 
does not necessarily need to be a love song, 
for remember that religious ecstacy and sexual 
ecstacy are closely akin—in point of fact, are 
definitely interrelated—under certain condi- 
tions as, for instance, in the remarkable aban- 
don of the camp meeting singing among 
Southern negroes. 

Vocal virility is, therefore, not only signifi- 
cant of a manifestation of sex urge, but it is 
also an index of general health and virility. 
The reason ‘that the voices of many sopranos 
crack and become harsh—losing their limpid 
sweetness—after the menopause, is because a 
very definite physiological change has taken 
place in the sex life of the woman, which inter- 
feres in a remarkable way with the quality of 
her vocal tone. 

Again, the voices of little boys, as well as 
girls, to a lesser degree, change at the period 
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of puberty, losing that high-pitched soprano 
or falsetto quality, and becoming deep and 
full. In the Sistine Chapel and other great 
churches of Italy, where only men and boys 
are permitted to sing in the choir, the feminized 
quality of voice in the boy was recognized as 
an attribute of his lack of sex development. 
In point of fact, so definitely was this under- 
stood, that, until twenty or thirty years ago, 
emasculation was a very common practice, the 
intention being to maintain the voice of these 
boys in its pristine condition. Also, recall the 
fact that the eunuch not only has a very scanty 
supply of body hair and beard, but that he 
also has a high-pitched, hybrid quality of 
voice. Conversely, removal of or disease of 
the ovaries often alters a woman’s voice, so 
that it becomes masculine in pitch and rather 
coarse in quality. These are facts which are 
known and recognized by all medical men and 
psychologists, and there can be no doubt as 
to their general acceptance. 

The clinical proof of these facts came to me 
at first some months ago, more or less as an 
accident. The first case in which the very 
remarkable change in voice was noticed, was 
that of a young woman, whom I was treating 
for hypo-adrenia and dys-ovarism. This young 
woman is preparing herself for the concert 
stage and has a very beautiful quality of voice, 
which, however, is rather light, so far as 
volume is concerned. 

Following three or four treatments by radi- 
endocrination, the radiation instrument being 
placed over the ovaries, and then over the 
adrenals, she informed me that her teacher, 
who is one of the most prominent vocal in- 
structors in the city, remarked on the phenom- 
enal increase in the strength of her voice, 
and in the vibrant quality it seemed lately to 
possess. This observation was corroborated by 
the young woman’s accompanist and by several 
musicians who were very well acquainted with 
her voice and its capabilities. 

Within a month, I had occasion to treat four 
other singers for various endocrine abnormal- 
ities, and found that, in every instance, the 
same striking increase in the virile quality of 
tone and the power of this tone were noted. 

In these cases, I included a short radiation 
directly over the larynx in the treatment of the 
hypo-functioning endocrines. 

The uniformly favorable results in five cases, 
“hand running,” seemed to place this improve- 
ment beyond the domain of mere coincidence. 
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In point of fact, I am quite convinced that 
the increase in endocrine tone, brought about 
by radiendocrine stimulation of the ovaries, 
must inevitably bring about a more powerf):! 
and luscious quality of tone, or, in the case of » 
man whose gonads are similarly stimulated, 
a more brilliant and virile quality of voice, 
this, of course, providing that the woman or 
the man is subnormal in gonadal development. 

In addition to radiating the endocrines, 
however, a very definite increase in the voci! 
power follows the radiation of the vocal chori|s 
themselves, as the ionization and increase| 
oxidation developed by this stimulation must 
tend to put the chords in better condition so 
that they vibrate with increased strength. 

It would seem that a very definite degree 
of rejuvenation is possible in the case of sing- 
ers like Geraldine Farrar, who are at the cli- 
macteric, or possibly, beyond it, or who may 
have exhausted a certain degree of their virility 
by the expenditure of more nervous enerzy 
than they had been able to manufacture out 
of their food. 

Women who present this symptom-complex 
may logically expect to derive a very consider- 
able benefit from this newer method of radia- 
tion, and from the increased ionization and 
oxidation which it brings about. 

310 West 85th Street. 


Analyses, Selections, Etc. 


Discussion of the Treatment of Neuro- 
syphilis. 

The author lays down certain principles 
leaving them for discussion later. They are: 

“(1) No distinction can be drawn between 
the interstitial and parenchymatous varieties 
of neurosyphilis in so far as the principle 
governing their preventive and curative treat- 
ment is concerned; they both afford evidence 
of an active process in the nervous system pro- 
voked by the presence of the Spirochaeta 
pallida, 

“(2) The prevention of neurosyphilis must 
depend on the complete eradication of the 
spirochete from the bodies of infected persons 
or, alternatively. the continued abeyance of 
its activities. Although the first desired re- 
sult has no doubt been attained by treatment, 
we have never had reliable data on which to 
base the opinion that any particular individual 
has been cured of syphilis. 

“(3) If these two statements are accepted, 
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we are never justified in assuring a patient 
that he is cured of syphilis, even if 10, 20, or 
30 years without signs of the disease being 
manifest have elapsed since the date of the in- 
fection. On the contrary it is our duty to ad- 
vise all patients who have been infected to 
continue with intermittent treatment for the 
rest of their lives.” 

That periodic courses of treatment year after 
year will prevent the development of neuro- 
syphilis has yet to be proved, but it is signifi- 
cant that patients who neglect the treatment 
of the primary infection often develop nervous 
manifestations at an eatly date, and that in 
those patients who are subjected to thorough 
treatment for several years to begin with, the 
cerebral and spinal complications are often 
long delayed. 

The appearance of neurosyphilis in any form 
must be admitted as evidence of failure in the 
attempt to cure primary syphilis. 

A positive Wassermann reaction is sometimes 
a valuable piece of confirmatory evidence. <A 
negative reaction is almost without value, but 
unfortunately has become so highly credited 
that it is a direct menace to proper treatment. 

The author is confident that the treatment 
of tabes is attended by satisfactory results, 
and is hopeful that early and prolonged treat- 
ment of general paralysis may arrest the prog- 
ress of the disease and functional disorders be 
improved. 

Speaking of the contraindications to anti- 
syphilitic treatment, the author declares great 
caution is required with patients suffering from 
advanced cardiovascular changes, especially 
in relation to intravenous injections. Albu- 
minuria is not in itself a contraindication to 
mercury or arsenic, but renal inefficiency, 
rather than albuminuria, must be regarded as 
the contraindication. Optic atrophy is no 
longer considered a contraindication; in fact 
some cases have been found to benefit when 
treated with mercury and arsenic.—(/. Farqu- 
har Buzzard. Proc. Roy. Soc. Med., London, 
1923, VV, Section of Neuroleqgy, 61. 


Discussion 

H. MacCormac: Syphilis of the central 
nervous system in its early stage is curable: 
remedies introduced into the blood stream in 
the ordinary course of treatment have a ful! 
curative effect on disease of the central ner- 
vous system. Here the disease in an early 
stage is being dealt with, where the general 
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rule as to its curability holds good even for 
the central nervous system. 

In the treatment of late stages of infection 
of the central nervous system, there is the same 
difficulty in altering the Wassermann reaction 
as is found in late syphilis generally. Little 
benefit can be expected in parenchymatous 
disease and, therefore, efforts should aim at 
relieving interstitial disease. The question is 
complicated by the physiological peculiarities 
of the cerebrospinal fluid and the difficulties of 
affecting it by intravenous medication. Never- 
theless, the effect of intravenous medication in 
neurosyphilis in the early stages of the disease 
is favorable, and there is no reason to believe 
that in the later stages the interstitial tissue 
may not receive benefit from intensive intra- 
venous medication. This beneficial effect is 
found to occur in syphilitic interstitial kerati- 
tis. Here a tissue completely free from blood 
vessels, except when acutely inflamed, may be 
profoundly influenced through the general 
blood stream. If antisubstances produced by 
intravenous medication can reach such a tis- 
sue through the blood, it is not difficult to be- 
lieve that the central nervous system can also 
be profoundly influenced through the general 
blood stream. 

Spinal drainage is not recommended. Where 
the intention is to carry “antisubstances” into 
the cerebrospinal fluid this procedure appears 
to be logical, but if the intention is to intro- 
duce arsenic, the operation is open to criticism. 
The introduction of salvarsanized serum into 
the cerebrospinal fluid is open to the same 
criticism for it has been shown that the 606 
and 914 compounds have no direct action on 
the Spirochaeta pallida, but that they act 
through the tissues indirectly by causing them 
to elaborate the “antisubstance.” It is not 
clear how these antisubstances can be produced 
by the introduction of minute quantities of 
arsenical substance into the cerebrospinal fluid, 
a situation not particularly favorable to their 
elaboration. 

It may be argued that the serum taken from 
patients by the Swift-Ellis method contains a 
potent antisubstance. The speaker cites his 
own experience: “At one time I injected the 
serum taken from patients with secondary 
syphilis undergoing intensive arsenical treat- 
ment into certain untreated patients, and in no 
case could I observe any effect on the disease 
by these methods. As such serum presumably 
containing antibodies had little or no effect on 
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secondary cutaneous eruptions it is unlikely 
to benefit the lesions of neurosyphilis when in- 
troduced into the cerebrospinal fluid.” 

It is the speaker’s belief that the results re- 
ported following intraspinal treatment are in 
reality delayed improvement due to the pre- 
vious intravenous medication. 

Sir James Purves-Stewart: The intracis- 
ternal treatment of cases of general paralysis 
was discussed. The treatment consists of the, 
injection of salvarsanized serum into the cis- 
terna magna, the beneficial actions being prob- 
ably due not to the infinitesimal amount of 
salvarsan the injected substance contained, but 
to the antibodies evoked in the serum of the 
patient. 

With regard to the technic of cisternal punc- 
ture, the skull is entered through the atlanto- 
occipital ligament, which brings the operator 
to the cisterna magna. The floor of the fourth 
ventricle is in front. There is a space extend- 
ing to a depth of % to %4 in. a space of 
safety within the cistern. The needle is 
directed at the proper angle through the 
atlanto-occipital ligament. The salvarsanized 
serum is rapidly absorbed. Some passes down 
the spinal canal, but most of it circulates for- 
ward along the basilar cistern, and ultimately 
bathes the whole cortex, becoming reabsorbed 
through the capillaries of the cortex. 

In the speaker’s experience general paralytics 
improved under the treatment to some extent 
though some show no improvement, but they 
did not get back to the negative Wassermann 
reaction. He had never yet seen a general 
paralytic in whom the Wassermann reaction 
had been rendered negative in the cerebro- 
spinal fluid, though he had seen many instances 
of that disease in which the cell content had 
fallen to normal. 

L. W. Harrison: The number of cases of 
neurosyphilis might be considerably decreased 
if in every case of syphilis the cerebrospinal 
fluid were examined some years after the 
original infection. 

MacCormac’s view that a positive Wasser- 
mann reaction indicated activity of the spiro- 
chete coincided with Harrison’s opinion. 

The theory of two different strains of the 
spirochete seems untenable. 

The speaker has found that patients suffer- 
ing from cardiovascular disease tolerate sal- 
varsan, 

Treatment with arsenobenzol as well as mer- 
eury should be continued for two years. 


[ July, 


With regard to intrathecal therapy, he has 
seen some apparently good results from this 
when the intravenous method has not seeme:i 
to lead to much progress. He is, however, 
rather sceptical as to the effect being due to 
the specific action of the remedy introduce: 
intrathecally. He has seen symptoms alleviated 
by mere lumbar puncture, and he had never 
been able to convince himself whether with 
intrathecal injections this was due to the 
specific action of the remedy on the paren- 
chyma, or simply to the disturbance that took 
place as a result of the lumbar puncture. He 
remembers two cases in which there was a very 
definite effect from lumbar puncture without 
anything else being done. Both were cases of 
tabes with paralysis of the bladder, and in 
both the control of the bladder had returned 
12 hours after the puncture. 

Henry Head: The question was raised, was 
not the reaction (after injection with a mer- 
curialized serum) really due to protein shock ? 
Was not the mercury made innocuous by form- 
ing an albuminoid in the serum? 

G. Riddoch: Treatment should be = con- 
tinued not only until symptoms have disap- 
peared or diminished, as far as possible, but 
also at least until the tests (Wassermann re- 
action and lymphocytosis in the cerebrospinal 
fluid) have become negative or improvement in 
them has definitely stopped. The various tests 
should be used not only for diagnostic pur- 
poses, but also as indications of the efficacy of 
treatment. 

C. P. Symonds: The use of large dosages 
of arsenic is questioned. The speaker had 
noted severe reactions as a consequence. With 
regard to the Wassermann reaction in neuro- 
syphilis, he agreed with what Dr. Buzzard 
said: One might find actively progressing 
tabes with a negative Wassermann reaction in 
both blood and cerebrospinal fluid. 

A. Feiling: A negative Wassermann reac- 
tion in the blood is often found in syphilis of 
the central nervous system, and it is not un- 
common to find cases of undoubted syphilis of 
the nervous system in which the patient’s 
cerebrospinal fluid also was absolutely normal. 

The speaker objects to the repeated large 
doses of salvarsan which had been recom- 
mended. 

Wilfred Harris: The Wassermann reaction 
in neurosyphilis is of comparatively little 
value. 
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Salvarsan is preferred to the other arsenical 
preparations, or the substitute kharsivan. 

There is a distinct field for intrathecal in- 
jection, especially in the treatment of tabes. 
In cases exhibiting the group of clinical phe- 
nomena called general paralysis of the insane, 
the speaker had seen very little good result with 
intrathecal autoserum, but he is carrying out 
the pyrexial treatment in three cases, but he 
does not feel bold enough to inject active 
malaria into a syphilitic patient. He has been 
using anticatarrhal vaccines, and one case of 
general paralysis of the insane he has treated in 
that way has become much improved, though 
intravenous salvarsan and intrathecal serum 
had been employed without much benefit. The 
other two were also distinctly improved men- 
tally. 

KH. Farquhar Buzzard: With regard to Sir 
James Purves-Stewart’s work on cisternal in- 
jections, he feels that the danger of the opera- 
tion is too great, and the cases cited were ones 
which would be expected to react favorably to 
intravenous and intramuscular injections. 

H. MacCormac (in reply): Toxic effects 
from large doses were not common in his ex- 
perience; arsenical dermatitis and jaundice did 
occur but were not confined to cases in which 
heavy dosage had been given. 

The form of treatment recommended—a pre- 
liminary course of salvarsan followed by two 
years’ mercurial administration—had been car- 
ried out in the Middlesex Hospital Clinic since 
1912 and the results had been most satisfactory. 

The speaker insists that where the negative 
reaction in the blood and cerebrospinal fluid 
is maintained over a number of years there 
would appear to be good reason to believe that 
cure had been established. 


Miscellaneous 


THE COMING MEETING OF THE 
MEDICAL SOCIETY OF VIRGINIA. 
Points of Professional Interest to be Seen in 

Staunton. 

By CHARLES MINOR BLACKFORD, M. D., Staunton, 

There are two institutions located in Staun- 
ton which will prove of unusual professional 
interest to physicians who are keeping abreast 
with the constantly widening field of medical 
work, and the coming meeting of the Medical 
Society of Virginia will give an opportunity 
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for direct observation of two great State es- 
tablishments that are working along lines 
which are steadily becoming of more import- 
ance to medical practitioners. The tremend- 
ous growth of the public schools throughout 
the country has brought about a study of the 
physical and mental conditions of school chil- 
dren which has already produced wonderful 
results and which promises to produce still 
greater ones in the future. Every physician 
is being thrown more and more into contact 
with these problems, and an opportunity to 
see the modern methods of handling them in 
actual operation is by no means to be ignored. 


For centuries the child who made slow pro- 
gress in studies has been considered as merely 
lazy and was punished accordingly. Fortun- 
ately the days when “reading and writing and 
‘rithmetic” were “taught to the tune of a 
hickory stick” have passed away, and the 
child who does not rise from grade to grade 
is now being carefully examined to find the 
cause of the failure. Defects in sight and 
hearing, mental deficiency and physical degen- 
eracy have been found responsible for many 
such cases, and intelligent school authorities 
now remedy these defects so far as may be 
practicable instead of cowing and frighten- 
ing the victims into still more marked defi- 
ciencies. Investigations into the mentality of 
public school pupils have shown how wide- 
spread subnormal or abnormal mental condi- 
tions are and the school physicians in the rural 
districts as well as in the cities find them- 
selves confronted by conditions for which 
their college courses did not prepare them and 
which would not have arisen in the ordinary 
routine of practice. The changing attitude 
of the courts in regard to the insane criminal 
and the widening range of what is considered 
insanity, bring to the medical man of today 
questions which are beyond the limits of his 
previous experience, but which are of the 
greatest importance as affecting his own pro- 
fessional standing as well as the life or liberty 
of some other person. Few practising physi- 
cians have any experience with mental diseases, 
and few encounter enough cases to be enabled 
to recognize the early symptoms of mental dis- 
order, so that in many, if not most, instances 
the patient gets beyond the stage in which 
remedial action is most efficacious before the 
true condition is discovered. Even when in- 
sanity is suspected, the patient is apt to be com- 


| 
| 
i 
f 
\- 
f 
Ss 
l. 
e 
n 


246 VIRGINIA MEDICAL MONTHLY. 


mitted to some institution which specializes on 
mental affections, or to be regarded as “queer,” 
and have no further notice paid him until some 
deed on the patient’s part requires immediate 
action. In either case the practising physician 
gives the patient but little attention, and the 
patient either goes from bad to worse or passes 
beyond the observation of the physician who 
has gained no additional experience from the 
short period of observation. 

For this reason an opportunity of going 
through the great Western State Hospital and 
being shown typical cases of the various forms 
of mental abnormality by skilled and experi- 
enced alienists is too important to be neglected 
by a modern physician. The Western State 
Hospital was established by an act of the 
Legislature in 1827, when an institution was 
founded under the name of “The Western 
Lunatic Asylum” and ordered to be located in 
Staunton. The name was changed to “The 
Central Lunatic Asylum” when a similar in- 
stitution was established at Weston, in what is 
now West Virginia, and this name was borne 
until West Virginia became a separate State. 
when the Staunton establishment resumed the 
name of the Western Lamatic Asylum. Some 
thirty years ago, on the suggestion of Dr. 
Benjamin Blackford, then Superintendent of 
the Staunton asylum, the Legislature change: 
the names of the State institutions for the in- 
sane from “Lunatic Asvlums” to “State Hos- 
pitals.” and this one became the Western State 
Hospital, a name which it has retained to the 
present time. 

The history of the Western State Hospital 
has been singularly free from exciting incidents 
and, even during the Civil War, when the Val- 
lev was the victim of widespread desolation, 
Augusta County was but slightly injured. The 
battle of Piedmont was the only conflict which 
occurred within its limits, but in June. 1864, 
the Hospital was the victim of a dastardly out- 
‘age on the part of General Hunter. On 
reaching Staunton, Hunter and his forces en- 
tered the grounds of the Hospital and, although 
Dr. Francis T. Stribling, then the Superinten- 
dent, explained to the General the character of 
the institution, he was not moved to mercy. 
If there be any place which a humane or even 
a civilized military commander should con- 
sider sacred from molestation, it is one set 
apart for the shelter of sufferers from the most 
piteous malady to which the human race is 
subject, but such considerations did not move 


General Hunter. Dr. Stribling had accumuy- 
lated with great difficulty a scanty supply of 
food and clothing for the inmates under |< 
care and, discovering this fact, General Hunt: 
seized these stores. Instead of using them for 
the troops under his command, which wou! | 
have enabled him to plead military necessity 
in palliation of the deed, he had them taken to 
the banks of Lewis’ Creek and burned, there! »y 
inflicting hunger and nakedness on hundreds 
of helpless men and women. A more inexcts- 
able act than this cannot be found in the annals 
of civilized warfare. In his report for 164, 
Dr. Stribling states that the soldiers did not 
enter the wards, but he says that this was due 
rather to the personal consideration of the in- 
dividual soldiers than te any orders from the 
officers. It is likely that the general fear of 
the insane, which is prevalent among the laity, 
was an equally potent factor in this act of 
kindliness. 

Since the Civil War the Western State Hos- 
pital has steadily advanced in methods of treat- 
ment and in numbers of patients. At the pres- 
ent time there are about 2,100 patients on tlie 
rolls, though many of them are absent on fur- 
lough. Dr. Joseph S. DeJarnette, the present 
Superintendent was appointed an assistant 
physician in the Hospital in 1889, and succee:led 
the late Dr. Benjamin Blackford as Superin- 
tendent after the death of Dr. Blackford in 
1905. He is widely known as an alienist, and 
he will conduct a clinic at the Hospital dur- 
ing the meeting of the Society, in which cases 
illustrating the typical forms of mental <le- 
rangement will be shown to the physicians who 
care to attend it. 

The Virginia School for the Deaf and Blind 
will prove of great interest to the visiting mem- 
bers of the Medical Society of Virginia. It is 
not generally known that the first school for 
the deaf in America was established in Vir- 
ginia, but in the lobby of the main building of 
the schoo] in Staunton is a tablet bearing a 
bas-relief of a simple, old fashioned house and 
the following inscription: 


“COBB'S” 
The First School for the 
Education of the Deaf in America. 


In the year 1812 
COLONEL WILLIAM BOLLING 
Established a School for the Deaf at h's Home 
“Cobb's” 
Near Petersburg, Virginia, which was Taught by 
John Braidwvod of the famous Braidwood School 
ef Edinburgh, Scotland. 
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This Tablet was Erected by 
The Virginia Association of the Deaf 
1923. 


In 1838 the General Assembly of Virginia 
passed an act providing for the establishment 
of an institution for the education of the deaf 
and blind, and authorizing the appointment of 
a Board of Visitors who were charged with the 
erection of suitable buildings and the general 
management of the school. The site selected 
was in a grove of fine old oaks and elms on 
the eastern limits of Staunton, and few public 
institutions present a more charming sight to 
visitors than does this great establishment. 
The school was opened in rented quarters in 
1839 with only five pupils in attendance on the 
opening day. 

At the present time white children of sound 
minds and between the ages of seven and 
twenty years, whose hearing or vision is too 
defective to permit profitable attendance on the 
public schools, are received and are furnished 
tuition, board, home care and medical attention 
free of charge. The parents or guardians of 
the children are expected to pay for their trans- 
portation between their homes and the school 
and to furnish all necessary clothing. ‘The 
Superintendent, Mr. H. M. McManaway, will 
receive the members of the Medical Society 
who may visit the school, will show them 
through the institution and will explain the 
methods of instruction used with these unfortu- 
nate children. As the Society meeting takes 
place soon after the opening of the session, the 
classes of beginners will be in process of for- 
mation, and the demonstration of the modes in 
which education is brought to minds whose 
usual channels of communication are closed, 
will be of unusual interest. 


The Truth About Medicine 


In addition to the articles enumerated in our letter 
of April 26th, the following have been accepted: 
Abbott Laboratories 
Neutral Acriflavine-Abbott, for Intravenous In- 
jection, 0.1 Gm. Ampules. 
Hoffmann La Roche Chemical Works 
Digalen-Roche (Cloetta) 
Ampules Digalen-Roche (Cloetta), 1.1 Ce. 
Tablets Digalen-Roche (Cloetta). 
Hypodermic Tablets Digalen-Roche (Cloetta). 
Lederle Antitoxin Laboratories 
Pollen Antigens-Lederle. 

Giant Ragweed Pollen Antigen-Lederle; 
Green Sage Pollen Antigen-Lederle; Lamb’s 
Quarters Pollen Antigen-Lederle; Marsh Elder 
Pollen Antigen-Lederle; Olive Pollen Antigen- 
Lederle; Pasture Sage Pollen Antigen-Lederle; 


Southwestern Ragweed Pollen Antigen-Lederle; 
Western Water Hemp Pollen Antigen-Lederle; 
Western Ragweed Pollen Antigen-Lederle. 
Mead Johnson and Co. 
Mead’s Powdered Protein Milk. 
Ohio Chemical and. Mfg. Co. 
Ethylene for Anesthesia. 
E. R. Squibh and Sons 
Pollen Allergen Solutions-Squibb. 

Annual Salt Bush Pollen Allergen Solution- 
Squibb; Arizona Ash Pollen Allergen Solution- 
Squibb; Arizona Cottonwood Pollen Allergen 
Solution-Squibb; Arizona Walnut Pollen Al- 
lergen Solution-Squibb; Ash Pollen Allergen 
Solution-Squibb; Black Mulberry Pollen Aller- 
gen Solution-Squibb; Bermuda Grass Pollen 
Allergen Solution-Squibb; Black Walnut Pollen 
Allergen Solution-Squibb; Brome Grass Pollen 
Allergen Solution-Squibb; California Black Wal- 
nut Pollen Allergen Solution-Squibb; Careless 
Weed Pollen Allergen Solution-Squibb; Cedar 
Pollen Allergen Solution-Squibb; Cocklebur 
Pollen Allergen Solution-Squibb; Corn Pollen 
Allergen Solution-Squibb; Dark Leaved Mug- 
wort Pollen Allergen Solution-Squibb; False 
Ragweed Pollen Allergen Solution-Squibb; 
Hickory Pollen Allergen Solution-Squibb; John- 
son Grass Pollen Allergen Solution-Squibb; 
June Grass Pollen Allergen Solution-Squibb; 
Lamb’s Quarters Pollen Allergen Solution- 
Squibb; Marsh Elder Pollen Allergen Solu- 
tion-Squibb; Nettle Pollen Allergen Solution- 
Squibb; Oak Pollen Allergen Solution-Squibb; 
Mugwort Pollen Allergen Solution-Squibb; Or- 
chard Grass Pollen Allergen Solution-Squibb; 
Pigweed Pollen Allergen Solution-Squibb; Pine 
Pollen Allergen Solution-Squibb; Poplar Pollen 
Allergen Solution-Squibb; Ragweed Pollen Al- 
lergen Solution-Squibb; Rye Pollen Allergen 
Solution-Squibb; Sagebrush Pollen Allergen 
Solution-Squibb; Sandbur Pollen Allergen Solu- 
tion-Squibb; Shadscale Pollen Allergen Solu- 
tion-Squibb; Sheep Sorrel Pollen Allergen 
Solution-Squibb; Slender Ragweed Pollen Al- 
lergen Solution-Sauibb; Sweet Vernal Grass 
Pollen Allergen Solution-Squibb; Timothy Pol- 
len Allergen Solution-Squibb; Western Ragweed 
Pollen Allergen Solution-Squibb. 

Wilson Laboratories 
Desiccated Parathyroid Substance-Wilson, 
Tablets Desiccated Parathyroid Substance- 

Wilson, 1/20 grain. 

Tablets Desiccated Parathyroid Substance- 

Wilson, 1/10 grain. 


NEW AND NONOFFICIAL REMEDIES 

Cryogenine—Phenylsemicarbazide.—Cryogenine is 
an antipyretic and analgesic. It is claimed that cryo- 
genine does not affect digestion and that it has 
searcely any effect on the circulation and respiration. 
Cryogenine is claimed to be useful as an antipyretic 
in febrile conditions. As an analgesic, it is said to 
be of value in rheumatism, headache, sciatica, gout 
and in painful conditions generally. Cryogenine is 
marketed in the form of powder and 0.5 Gm. tablets. 

Neoarsphenamine-Mallinckrodt.—A brand of neoar- 
sphenamine—N. N. R. For a discussion of the 
actions, uses and dosage of neoarsphenamine, see New 
and Nonofficial Remedies, 1924, p. 40. Neoarsphen- 
amine-Mallinckrodt is marketed in ampules contain- 
ing, respectively, 0.15, 0.3, 0.45, 0.6, 0.75, 0.9 and 1.5 
Gm. 
Tletin (Insulin-Lilly) U-40.—Each ampule contains 
40 units of Iletin (Insulin-Lilly) (see New and Non- 
official Remedies, 1924, p. 152). (Jour. A. M. A. 
May 3, 1924, p. 1443). 
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Ethylene for anesthesia.—Aethyenum pro Narcosi— 
It contains not less than 98 per cent, by volume of 
ethylene. Trials on human subjects have confirmed 
the anesthetic and analgesic value of ethylene as 
demonstrated on animals. Deep surgical anesthesia 
is stated to be produced easily and analgesia comes 
on readily and apparently long before surgical anes- 
thesia is established. Given with oxygen, it has 
been found more powerful than nitrous oxide for 
animals and man, and in most cases as effective as 
ether. Trials indicate that ethylene is of value for 
the production of surgical anesthesia, and that it has 
advantages over nitrous oxide. Ethylene for anes- 
thesia is supplied in the compressed state in metal 
cylinders. To avoid accidental explosion, ethylene 
must not be brought in contact with a naked flame 
or an electric spark. Ohio Chemical and Mfg. Co., 
Cleveland. (Jour. A. M. A., May 17, 1924, p. 1609). 

Desiccated parathyroid substance-Wilson.—The ex- 
terior parathyroids of the ox, freed from fat, cleaned, 
dried and powdered. For a discussion of the actions 
and uses of parathyroid gland, see New and Non- 
official Remedies, 1924, p. 224. Desiccated parathyroid 
substance-Wilson is marketed in the form of powder 
and in tablets containing, respectively, 1/20 grain and 
1/10 grain. Wilson Laboratories, Chicago. (Jour. 
A. M. A., May 24, 1924, p. 1693). 

Mead'’s powdered protein milk—A milk prepara- 
tion having a relatively high protein content and a 
relatively low carbohydrate content. Each 100 Gm. 
contain approximately protein 37 Gm., butter fat 31 
Gm., free lactic acid 3 Gm., lactose 19 Gm., and ash 
4.6 Gm. When suitably mixed with water, powdered 
protein milk is said to be useful for correcting in- 
testinal disorders of infants and children. Mead 
Jchnson and Co., Evansville, Ind. 

Pollen Antigens-Lederle.—In addition to the pro- 
ducts listed in New and Nonofficial Remedies, 1924, 
p. 252, the following have been accepted: Giant Rag- 
weed Pollen Antigen-Lederle; Green Sage Pollen 
Antigen-Lederle; Lamb’s Quarters Pollen Antigen- 
Lederle; Marsh Elder Pollen Antigen-Lederle; Olive 
Pollen Antigen-Lederle; Pasture Sage Pollen Antigen- 


Lederle; Southwestern Ragweed Pollen Antigen- 
Lederle; Western Water Hemp Pollen Antigen- 
Lederle; Western Ragweed Pollen Antigen-Lederle. 


Lederle Antitoxin Laboratories, New York. 

Pollen allergen solutions-Squibb—In addition to 
the products listed in New and Nonofficial Remedies, 
1924, p. 251, the following pollen allergen solutions- 
Squibb are marketed in packages of two tubes diag- 
nostic solution; in packages of six tubes (assorted) 
diagnostic solution; in 5 Ce. vials for treatment only: 
Annual Salt Bush Pollen Allergen Solution-Squibb; 
Arizona Ash Pollen Allergen Solution-Squibb; Arizona 
Cottonwood Pollen Allergen Solution-Squibb; Arizona 
Walnut Pollen Allergen Solution-Squibb; Ash Pollen 
Allergen Solution-Squibb; Black Mulberry Pollen 
Allergen Solution-Squibb; Black Walnut Pollen Al- 
lergen-Squibb; Brome Grass Pollen Allergen Solu- 
tion-Squibb; California Black Walnut Pollen Aller- 
gen Solution-Squibb; Careless Weed Pollen Allergen 
Solution-Squibb; Cedar Pollen Allergen Solution- 
Squibb; Cocklebur Pollen Allergen Solution-Squibb; 
Corn Pollen Allergen Solution-Squibb; Dark Leaved 
Mugwort Pollen Allergen Solution-Squibb; False 
Ragweed Pollen Allergen Solution-Squibb; Hickory 
Pollen Allergen Solution-Squibb; Johnson Grass Pollen 
Allergen Solution-Squibb; Lamb’s Quarters Pollen 
Allergen Solution-Squibb; Marsh Elder Pollen Aller- 
gen Solution-Squibb; Nettle Pollen Allergen Solu- 
tion-Squibb; Oak Pollen Allergen Solution-Squibb; 
Pigweed Pollen Allergen Solution-Squibb; Pine Pollen 
Allergen Solution-Squibb; Poplar Pollen Allergen 
Solution-Squibb; Rye Pollen Allergen Solution-Squibb; 
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Sandbur Pollen Allergen Solution-Squibb; Shadscale 
Pollen Allergen Solution-Squibb; Sheep Sorrel Pollen 
Allergen Solution-Squibb; Slender Ragweed Pollen 
Allergen Solution-Squibb; Sweet Vernal Grass Pollen 
Allergen Solution-Squibb. 

The following pollen allergen solution-Squibb are 
marketed in packages of two tubes diagnostic solu- 
tion; in packages of six tubes (assorted); in treat. 
ment sets consisting of, Set A: ten vials containing 
consecutive doses (Nos. 1 to 10, inclusive); Set B: 
five vials containing consecutives doses (Nos. 1 to 5, 
inclusive); Set C: five vials containing consecutive 
doses (Nos. 6 to 10, inclusive); Set D: five vials of 
dose No. 10: Bermuda Grass Pollen Allergen Solu- 
tion-Squibb; June Grass Pollen Allergen Solution- 
Squibb; Mugwort Pollen Allergen Solution-Squibb; 
Orchard Grass Pollen Allergen Solution-Squibb; Rag- 
weed Pollen Allergen Solution-Squibb; Sagebrush 
Pollen Allergen Solution-Squibb; Timothy Pollen 
Allergen Solution-Squibb; Western Ragweed Pollen 
Allergen Solution-Squibb. E. R. Squibb and Sons, 
New York. (Jour. A. M. A., May 31, 1924, p. 1781). 


PROPAGANDA FOR REFORM 

Radium and Radium Emanation.—Radium is com- 
monly supplied in the form of radium salts enclosed 
in containers. Also, tubes containing radium emana- 
tion are available. Salts of radium disintegrate at a 
rate so that 1,780 years elapse before the compound 
loses one-half of the initial activity. On the other 
hand, radium emanation loses about 0.75 per cent of 
its activity each hour, and consequently, its activity 
is practically gone after one month. (Jour. A. M. A., 
May 3, 1924, p. 1462). 

Liposan.—According to the advertising Liposan is 
“a Vegetable Lipoidal Solution” which has chaul- 
moogra oil as its “medicinal element.” Liposan is 
claimed to be “indicated” in ‘“Abcesses,” “Acne,” 
“Anaemia,” “Arthritis,” “Agitans,”’ “Boils,” “Bubo,” 
“Cancer,” “Chorea,” “Cystitis,” “Eczema,” “Erysip- 
elas,” “Furunculosis,” “Herpes,” “Hemiplegia,”’ “Ivy 
Poisoning,” “Myalgia,” “Neuralgia,” “Neuritis,” ‘“Peri- 
tonitis,” -“Pyorrhoea,” “Infantile Paralysis,” “Pneu- 
monia,”’ “Rheumatism,” ‘“Synovitis,’ “Syphilis,” 
“Salt Rheum,” “Tubercule,” “Tonsillitis,” “Ulcerations 
(Indolent),” “Varicositis.” The proprietors, Hoffman 
and Hicks, have not requested an examination of 
Liposan by the Council on Pharmacy and Chemistry, 
and so far the A. M. A. Chemical Laboratory has not 
examined the product. A physician will be justified 
in his refusal to accept the unproved claims of the 
manufacturer. He might be justly criticized were he 
to administer intravenously a product which, so far 
as he knows, is unstandardized and of wholly ques- 
tionable value. (Jour. A. M. A., May 3, 1924, p. 1462). 

Silica In Tuberculosis.—Compounds ‘of silica have 
found a place during recent years among drugs of 
reputed value in the treatment of tuberculosis. In 
view of their extreme insolubility, one would scarcely 
expect them to exert any immediate pharmacodynamic 
effect. Nevertheless, there is evidence that silica 
finds its way into the tissues and organs and re- 
mains deposited, notably in connective tissues. This 
has given rise to the hypothesis that the element 
plays a part in determining the elasticity and ten- 
sile strength of fibrous tissues, although the small- 
ness of the quantities of silica ordinarily found 
should make one extremely skeptical of the validity 
of any conclusion of this sort. Nevertheless, various 


silica-containing teas or drugs have been recommended 
in the hope that they would increase the amount 
or improve the quality of the connective tissue that 
forms the defense about tuberculous lesions. A 
study at the Sprague Institute in Chicago by Maver 
and Wells brought nothing but negative results 
through the administration of silica preparations to 
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tuberculous animals. (Jour. A. M. A., May 17, 1924, 
p. 1610). 

Bacillus Acidophilus Therapy.—Through the use of 
3acillus acidophilus cultures a transformation of the 
intestinal flora of man’from a proteolytic to an 
aciduric type ean generally be induced. In cases of 
constipation beneficial effects in the direction of 
more ready defecations are said to arise. Bacillus 
acidophilus milk has attained the dignity of tenta- 
tive recognition by the Council on Pharmacy and 
Chemistry, though this must not be interpreted as a 
recommendation for the use of the product. Bearing 
on the question of how Bacillus acidophilus milk 
acts, experiments have been made which indicate 
that the action is a strictly bacteriological one, and 
not physical or chemical. It was found that Bacillus 
acidophilus milk from which the bacteria have been 
removed was practically without effect in its influ- 
ence on constipation. Regular Bacillus acidophilus 
milk ingested subsequently resulted in an increase 
in the number of defecations. (Jour. A. M. A., May 
24, 1924, p. 1696). 

Insulin and Ketosis.—Ketosis is not confined solely 
to cases of diabetes. It is an accompaniment of 
carbohydrate starvation, however produced. Acidosis 
is not infrequently found in preoperative or post- 
operative conditions, owing to enforced deprivation 
of food for one reason or another. It is found accom- 
panying so-called toxic vomiting, sometimes partic- 
ularly in the persistent type seen in pregnancy. At- 
tention has been called to the use of insulin in the 
treatment of nondiabetic acidosis. The alleviation 
of this condition through the administration of 
glucose by rectum or parenterally has been demon- 
strated. More prompt success has been reported 
through the combined use of insulin hypodermically 
and glucose intravenously. While the treatment 
gives promise, it is not free from danger. Insulin 
therapy demands care in the case of a diabetic 
patient. Doubly great is the need of intelligent 
precaution with the nondiabetic patient. (Jour. A. 
M. A., May 24, 1924, p. 1695). 

Tersul-Hiller Not Accepted for N. N. R.—The Coun- 
cil on Pharmacy and Chemistry reports that Tersul- 
Hiller (Robert Wollheim, distributor), is a German 
preparation of silicon and calcium proposed as “An 
Adjuvant to the Treatment of Tuberculosis, Rachitis, 
ete.” Physicians are told that Tersul-Hiller is: 
“Composed essentially of coincidently water-soluble 
silica and water-soluble calcium salts as shown by 
the following approximate percentage formula: 
Silica (new process) 4% gr., Calcium lactate 7% er., 
Calcium hypophosphate ™% gr., Calcium phosphate 
7% egr., Calcium fluorid 1% egr., Calcium carbonate 
60 gr., Magnesium phosphate 3 gr., Milk sugar 15 gr.” 
From this formula it would appear that Tersul-Hiller 
is a mixture containing a silica compound of unde- 
clared composition and a mixture of soluble and 
insoluble calcium compounds—chiefly calcium car- 
bonate. The Council found Tersul-Hiller inadmissi- 
ble to New and Nonofficial Remedies because (1) 
there is no acceptable evidence for the therapeutic 
use of silica preparations; (2) the identity of the 
silica compound is not declared; (3) the use of the 
mixture is irrational, and (4) the claims for its 
therapeutic effects are unwarranted. (Jour. A. M. A., 
May 24, 1924, p. 1712). 

San-I-Sal—Newspaper advertisements have ap- 
peared during the past month or two advising the 
obese public of “A Guaranteed Way to Take Off Two 
to Five Pounds in One Bath.” The product adver- 
tised is “San-I-Sal, the Pine Hot Springs Bath.” It 
is sold by the San-I-Sal Laboratories, Washington, 
D. C. The advertising claims are typical of “patent 
medicine” obesity cures. According to the specifica- 


tions of a patent granted by the U. S. Patent Office, 
the “invention” is said to relate to ‘a composition 
of matter for producing a medicated bath of particu- 
lar value in the treatment of obesity.” The ‘“com- 
position” is stated to be: epsom salt 90 per cent., 
baking soda 2 per cent., table salt 5 per cent., Canada 
balsam 2 per cent., oil of pine needles 1 per cent. 
The specifications also declare that the substance 
used in the bathing water has been found to afford 
“great relief in cases of inflammatory rheumatism 
and ailments of a similar character.” That a mixture 
of epsom salt, baking soda and table salt with a 
small quantity of Canada balsam and oil of pine 
needles should be granted a patent by the U. S. 
Patent Office as a new and useful invention, makes 
one wonder just how much intelligence on medical 
subjects there is displayed by the Patent Office. (Jour. 
A. M. A., May 31, 1924, p. 1800). 


Proceedings of Societies 


Alexandria Medical Society Reorganizes. 


Recently, the doctors of Alexandria, Va., met 
and decided to reorganize their local society. 
and to hold meetings at Alexandria Hospital 
on the first Tuesday night of each month. Dr. 
M. D. Delaney was elected president, Dr. F. M. 
Dillard vice-president, and Dr. W. C. West 
secretary-treasurer. 


Powhatan County Medical Society Reor- 
ganizes. 

Physicians of Powhatan County met at the 
Court House on June Sth, and reorganized 
that County Medical Society, with Dr. T. S. 
Hening, Jefferson, as president, Dr. R. D. 
Tucker, Powhatan, vice-president, and Dr. 
J. EK. Tilman, Rock Castle, secretary. Dr. T. S. 
Hening was appointed delegate to represent 


the Society at the Southside Virginia Medical 


Association on June 17th. 


Drs. R. D. Tucker and T. S. Hening went as 
delegates from Powhatan County to the State 
Democratic Convention held in Norfolk early 
in June. 


Surry County Medical Society. 

This Society held a meeting on June 10th, 
the first in some months, and elected Dr. E. M. 
Easley, Bacons Castle, president; Dr. J. H. 
Parker, Dendron, secretary; Dr. W.. L. Devany, 
Dendron, treasurer. Dr. W. W. Seward, 
Surry, was elected delegate to the Staunton 
meeting of the Medical Society of Virginia. 


The Southside Virginia Medical Association 

Held its regular quarterly meeting at Vic- 
toria, June 17th, under the presidency of Dr. 
George H. Reese, of Petersburg. Dr. R. L. 
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Raiford, Sedley, is secretary. Attendance was 
good and an interesting scientific program was 
given. 

Upon call of the Fourth District Councilor, 
Dr. Thos. G. Hardy, of Farmville, delegates 
from the County Medical Societies in this Dis- 
trict held a meeting to nominate his successor, 
Dr. Hardy’s term of office expiring at the 
Staunton meeting. Dr. W. D. Kendig, Ken- 
bridge, was nominated. 


American Medical Association Meeting in 
Chicago. 


Three hundred and fifty thousand daily visi- 
tors is the claim of the great western city, 
Chicago. Incidentally, these visitors are used 
as leverage for demanding 10,000 additional 
cubic feet of water a second from the great 
lakes, to which other cities, like Milwaukee, 
and the Canadian users of beverage and power, 
are objectors. 


Of these strangers within the gates, 7,819 
are registered with the seventy-fifth annual 
session of the American Medical Association, 
an attendance 1,200 greater than ever before. 
In contrast between music and medicine, 20,000 
are in Chicago for the programmes of the 
Saengerfest. With these, and half-a-dozen 
more gatherings, the hotels are filled to capac- 
ity. 

For our daily delectation three chief subjects 
occupy the journalistic front pages, the Leo- 
pold-Loeb murder, the Republican convention 
at Cleveland, and the local assemblage of phy- 
sicians and surgeons. Curiously enough each 
is day-by-day treated from a medical stand- 
point; psycho-analysis and endocrinology are 
to furnish the defense of the youthful, degener- 
ate “killers”; Dawes, vice-presidential nominee, 
declares the country needs “‘truth rather than 
sugared cure-all”; “if we are sick we cannot 
be healed by the sweet promises of quack de- 
magogues.” In addition, Dr. Pusey, retiring 
A. M. A. president, yokes up medicine and the 
nation as both requiring individual initiative 
at present,—the old-time family doctor versus 
hospitals, group-medicine and specialists? 


The conclusions have been strongly reached 
at this time as to endocrinal rejuvenation; “All 
the glands of all the animals that sailed the 
high seas for forty days and forty nights with 
Noah cannot increase the span of life nor bring 
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youth to old age;” (which again touches per- 
haps on the Republican convention). 


The dermatalogists pronuonce forcibly upon 
the dangerous results of $300,000,000.00 yearly 
expenditure for cosmetics containing mercury, 
arsenic, lead and paraphenylendiamin. (Tlie 
last word should hold the female population 
for a while). 


Prohibition too is discussed—at Chicago 
and Cleveland. At both one could hear insinua- 
tions as to “why members of conventions leave 
home.” Resuscitation, from alcoholism, elec- 
tric shock, gas-—all of which are in vogue, po- 
litically at least—is an interesting subject in 
the section of pharmacology. 


The scientific work of the Association, pro- 
gramme and abstracts, fills a book of one hun- 
dred and ninety pages, and is as fascinating 
as a three-ring circus, and as confusing as a 
county fair. One would like to be everywhere 
at once. But there are certain great names and 
high-lights which draw the most moths; on the 
other hand, there is no. flower too modest to be 
the source of honeyed knowledge. 


No one makes a mistake by entering any of 
the partitioned divisions of the mile-long 
Municipal Pier—except the restaurant, which 
is popular but inadequate. It is a subject 
of wonder how any town without such a struc- 
ture as the Pier can conveniently house the 
variety of meetings and exhibits which we 
find here. 


A few instances and illustrations of the en- 
tertainment which keep the wandering boys in 
a big town out of mischief, selected seriatim: 
A preliminary report by Dr. Seale Harris— 
“Since there is Aypo-insulin in diabetes, it is 
probable that Ayper-insulin also occurs”; 
“Sickle-cell anemia”; Oxids of nitrogen in 
wound infections; Dr. W. L. Brown, of El 


--Paso, on Post-operative treatment by duo- 


denal tube and heat; Crile of Cleveland on 
the thyroid glands; “‘The spleen is physiologi- 
cally unimportant, pathologically very import- 
ant,” Dr. William Mayo; “Blue-dome cyst”; 
The case against gastro-enterostomy, by Bal- 
four of Rochester, discussed by Horsley, of 
Richmond, Sippy of Chicago and Coffey of 
Portland, also (not on the programme) by 
Chas. Mayo, and W. D. Haggard; a paper on 
“Primary Carcinoma of the Gall-Bladder,” by 
Stephen H. Watts of Charlottesville, read by 
title. 
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In Obstetrics one whole session was devoted 
alinost entirely to uterine pathology in relation 
to surgery and X-ray treatment. Subjects dis- 
cussed in ophthalmology included: The Oph- 
thalmologist and the Psychoneuroses by Emory 
Hill; Telescopic Spectacles and Magnifiers; Re- 
trobulbar Sarcoma Treated by X-ray, by Pfah- 
ler of Philadelphia; Sluder was astride his 
hobby, Nasal Disturbances Due to Meckel’s 
Ganglion; Chevalier Jackson was heard on Bi- 
lateral Recurrent Laryngeal Paralysis... Mix- 
ter of Boston read a paper on Chronic Appen- 
dicitis in Children; Rosenow one on Serum in 
Poliomyelitis. 


Under Pharmacology, Resuscitation; Cal- 
cium Therapy; Iodin in Exophthalmic Goitre; 
Anti-Syphilitic Action of Bismuth were dis- 
cussed. 


A symposium on cancer was concluded by 
Case of Battle Creek, who summarized “recent 
technical progress in radium and X-ray.” Ad- 
dition of sodium iodide to water supply in goi- 
trous sections caused much interest. There were 
symposia on neuro-syphilis, hematuria, and 
ethylene anesthesia. 


In the scientific exhibit there is a museum of 
pathology worthy of a month’s careful study. 
The great medical schools presented day after 
day specimens, photographs, radiograms, dem- 
onstrations, which, if one possessed the time 
and power of attention to assimilate, would 
qualify for the medical degree, all in the space 
of four days. Prizes, well-deserved, were 
awarded to the exhibitors. 


Commercial displays must be mentioned with 
discretion. It may be stated that these are 
modest, well-manned, entertaining and profit- 
able; one feasts, digests, enjoys, remember- 
ing to take cum grano salis. Ethical adver- 
tisement is all that the American Medical As- 
sociation permits in every medium under its 
control. 


The specialists in Radiology are not hon- 
ored with a special section and meeting place, 
but are classified as “miscellaneous.” Their 
attendance, however, is noteworthy, and new 
material is offered them in the diagnosis of 
cardiac conditions, X-ray studies of the new- 
born, cancer and thyroid therapy, and new 
lights on old problems. 


When not in our own special section we 
are sitting under the stereopticon of the Mov- 
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ing Picture pavilion, where the A, B, C and 
the X, Y, Z of medical science are set forth 
all day long, in popular and often elaborate 
form, under such heads as Well-born, The 
Science of Life, Abrams and His Vagaries, 
and Radium Therapy. 


If you are looking for friends and acquaint- 
ances, you may or may not find them, but the 
first thing to do is to seek the departments 
which naturally interest them, just as they 
search for you in your native pastures. The 
Richmond contingent is small at this meeting, 
but that of Virginia quite considerable; Nor- 
folk, Roanoke, Winchester, Burkeville, Buena 
Vista, Woodstock, Exeter, and other places are 
represented. 


In the House of Delegates are Drs. Leigh 
of Norfolk, Buxton of Newport News, and 
Emory Hill, of Richmond. Our other dele- 
gate, Dr. J. A. Hodges, Richmond, was pre- 
vented by sickness from attending. Dr. J. S. 
Horsley attends as Chairman of Council of 
Scientific Assembly. 


In Chicago at the same time the State Health 
Officers are meeting with the Surgeon-Gen- 
eral; Dr. Ennion Williams of Virginia is 
present from Virginia. 


Dr. W. D. Haggard, Nashville, Tenn., has 
been elected president. Nominations for this 
office included Dr. Seale Harris, Birmingham; 
Dr. Rudolph Matas, New Orleans; and Dr. 
Wm. S. Thayer, Baltimore. Dr. Morris Fish- 
bein, Chicago, was elected editor of the Jowrnal 
of the A. M. A., succeeding Dr. Geo. H. Sim- 
mons, who retired, and Dr. Olin West was 
named secretary-manager. The two last nam- 
ed hold offices until meeting of the Board of 
Trustees in the winter. 


More detailed discussions of an endless pro- 
fusion of important, epoch-making subjects 
will be found in the Journal of the A. M. A., 
in the prospectus published in the May 10th 
number, in the handbook distributed at Chi- 
cago, and in the articles which will appear in 
The Journal during the ensuing year. We 
might add that Zhe Journal is one of the bless- 
ings of our professional life and a sine qua 
non, like the oath of Hippocrates. 


Cuas. M. Hazen, M. D. 
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Book Announcements 


Modern Methods of Treatment. By LOGAN CLEN- 
DENING, M. D., Assistant Professor of Medicine, 
Lecturer on Therapeutics, Medical Department of 
the University of Kansas; Attending Physician 
Kansas City General Hospital, Kansas City, Kan- 
sas. With Chapters on Special Subjects by Vari- 
ous Authors. Illustrated. St. Louis. The C. V. 
Mosby Company. 1924. 8vo of 692 pages with 77 
illustrations. Cloth. Price, $9.00. 


The table of contents gives one a very fair 
idea of what may be looked for in this book; 
consequently, we give below the divisions and 
sub-titles, as follows: Parr JI—GeNneErRAL 
Tuerarevrics—The Methods Used in Treat- 
ment. This includes chapters on Rest; Drugs: 
Biologic Therapy and Prophylaxis; Extracts of 
the Ductless Glands; Dietetics; Heat and Cold 
—Hydrotherapy; Medical Gymnastics and 
Massage ; Exercise ; Electrotherapeutics ; 
Radiotherapy; Climate, Aerotherapy, Helio- 
therapy, Mineral Springs, Health Resorts; 
Psychotherapy; Miscellaneous Procedures. 
Parr II deals with THerarevutics— 
The Application of Therapeutics to Particular 
Diseases. This has chapters on The Treatment 
of the Infectious Diseases; Diseases Due to 
Allergy: Diseases of Metabolism; Diseases of 
the Blood; of the Cardiovascular System; of 
the Respiratory System; of the Kidneys; of 
the Digestive System; and of the Ductless 
Glands. The technic of various methods used 
in diagnosis and treatment are given in detail, 
and there are many useful tables for reference, 
including seven pages on various food values. 


Life Insurance Examination. Edited by FRANK W. 
FOXWORTHY, Ph. B.. M. D., Indianapolis, Ind., 
formerly Chairman Medical Section, American Life 
Convention, President of the American Association 
of Medical Examiners, Chief Surgeon Indiana 
National Guard, Associate Editor “Medical Insur- 
ance,” and for many years a Medical Director, a 
Medical Referee, and a Medical Examiner. St. 
Louis: The C. V. Mosby Company. 1924. Octavo 
: 738 pages, with 156 illustrations. Cloth. Price, 

9.00. 


This is really a very excellent volume that 
deals with every phase of life insurance exami- 
nations—up-to-the-minute in its completeness. 
The various chapters are written mostly by 
Medical Directors of numerous insurance com- 
panies, although there are several outside con- 
tributors who were selected to write on special 
but correlated subjects. This, we believe, gives 
the book a very definite value, because it pres- 
ents the viewpoint and expression from those 
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who are actually handling this sort of work. 
We find, among other things, many valuable 
suggestions to the medical examiner for soly- 
ing perplexing questions that naturally arise 
in his contact with the applicant, agent, and 
Home Office, so that, especially for the exami- 
ner who expects to get the best results, we feel 
he will not regret the purchase of this book. 
However, aside from its value to those in the 
life insurance field, there are so many helpful 
suggestions relating to the methods used in 
examination together with an estimation of the 
findings, that physicians generally will find 
the work of practical worth. 


Diseases of the Eye. A Handbook of Ophthalmic 
Practice for Students and Practitioners. By 
GEORGE E. de SCHWEINITZ, M. D., LL. D.  Pro- 
fessor of Ophthalmology in the University of Penn- 
sylvania. Tenth Edition, reset. Philadelphia and 
London. W. B. Saunders Company. 1924. Octavo 
of 65 pages with 434 illustrations and 7 colored 
plates. Cloth, $10 net. 


This “greatest American book on Ophthal- 
mology” has undergone a very thorough re- 
vision and has been made to conform to the 
latent ideas in this important field. 


Operative Surgery. Covering the Operative Technic 
Involved in the Operations of General and Special 
Surgery. By WARREN STONE BICKHAM, M. D., 
F. A. C. S., former Surgeon in charge of General 
Surgery, Manhattan State Hospital, New York; 
former Visiting Surgeon to Charity and Touro Hos- 
pitals, New Orleans. In six octavo volumes total- 
ing approximately 5,400 pages, with 6,378 illustra- 
tions, mostly original, and seperate Index volume. 
Volume IV. contains 842 pages with 772 illustra- 
tions. Philadelphia and London. W. B. Saunders 
Company. 1924. Cloth, $10 per volume. Sold by 
subscription only. Index Volume free. 


The Diseases of the Breast. By WILLMOTT H. 
EVANS, M. D., F. R. C. S., Consulting Surgeon to 
the Royal Free Hospital, London. The University 
of London Press, Ltd., 17 Warwick Square, E. C. 4. 
1923. Cloth. 495 pages, with 106 illustrations, of 
which 15 are colored. 


This work contains an account of the pres- 
ent state of our knowledge of the malforma- 
tions, diseases and surgery of the breast. A|- 
though the book deals with the whole sub- 
ject, malignant disease, owing to its pre- 
valence and importance, receives special atten- 
tion. 


Two Lectures on Gastric and Duodenal Ulcer. A Re- 
cord of Ten Years’ Experience. By SIR BERKE- 
LEY MOYNIHAN. Leeds, Bristol: John Wright 
& Sons, Ltd. London: Simpkin, Marshall, Hamil- 
ton, Kent & Co., Ltd. New York: William Wood 
& Co. 1923. Octavo, 48 pages. Paper. Price, 2/9 
post free. 
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Collected Papers of the Mayo Clinic and the Mayo 
Foundation, Rochester, Minn. Edited by MRS. M. 
H. Mellish. Volume XV. 1923. Published June, 
1924. Philadelphia and London. W. B. Saunders 
Company. 1924. Octavo of 1377 pages, 410 illus- 
trations. Cloth, $13 net. 

This new Mayo Clinic volume marks a radi- 
cal departure from the policy previously pur- 
sued. It is a complete reference record of ali 
papers issued from the Mayo Clinic and the 
Mayo Foundation for the past year. The more 
important papers are published complete with 
illustrations, while matters of less general in- 
terest are abridged, abstracted, or published 
by title. This will obviate the publication of 
a volume containing the Foundation theses. 

The two volumes last year had more than 
2.100 pages. While this volume of 1,377 pages 
is rather large, it is surely rich in up-to-date 
information. Articles on the alimentary tract 
require 340 pages; urology 214 pages; ductless 
glands 108, ete. Most surgeons regard the 
Mayo Clinics an absolute essential in their 
libraries. We see no reason why it should not 
be equally valuable to the internist. It is be- 
coming ‘more and more the “Literary Digest” 
of medicine. 

National Health Series. Edited by the NATIONAL 
HEALTH COUNCIL. Funk and Wagnalls Com- 
pany. New York and London. 1924. 16 mo., full 
flexible fabrikoid. Average number of words per 
volume 18,000. Price per volume 30 cents. Com- 
plete set of 20 volumes, $6.00. 

With the four volumes announced herewith, 
a total of fourteen of these books have ap- 
peared. They are all in an easy readable style 
suitable for the layman. The four last re- 
ceived are entitled: Love and Marriage, which 
deals with Normal Sex Relations; The Fa- 
pectant Mother, which deals with the Care of 
her Health; Zudberculosis, which has to do with 
its Nature, Treatment and Prevention; and 
Venereal Diseases, which treats of its Medical 
Nursing and Community Aspects. 

Diseases of the Chest and the Principles of Physical 
Diagnosis. By GEORGE W. NORRIS, M. D., Pro- 
fessor of Clinical Medicine, University of Pennsyl- 
vania, and HENRY R. M. LANDIS, M. D., Director 
of the Clinical and Sociological Departments of the 
Henry Phipps Institute of the University of Penn- 
sylvania, with a chapter on the Electrocardiograph 
in Heart Disease, by EDWARD B. KRUMBHAAR, 
Ph. D., M. D., Director of Laboratories of the Phila- 
delphia General Hospital. Third Edition, Revised. 
Philadelphia and London. W. B. Saunders Com- 


pany. 1924. Octavo of 907 pages with 433 illus- 
trations. Cloth, $9.50 net. 


The new third edition of this very popular 
book has been carefully revised and much en- 
larged. A fortunate thing about this book is 
that it has been the means of bringing the at- 


tention of the profession back to the funda- 
mentals of physical methods where the tend- 
ency has been to rely too much on the labora- 
tory. He who aspires to achieve success in 
the detection of disease must acquire the tech- 
nic of physical exploration; he must have a 
knowledge of the pathologic conditions which 
determine these physical changes, and he must 
give due heed to the factors elicited from the 
history of the case. The past generation has 
witnessed many extremes in “‘machine diag- 
nosis.” We have depended too much on the 
laboratory. Norris and Landis have done much 
to bring us back to the fundamentals of phy- 
sical methods. This book is worthy of a place 
in any doctor’s library. 

Transactions of the College of Physicians of Phila- 


delphia. Third Series. Volume the Forty-fifth. 
Philadelphia. Printed for the College. 1923. 


This volume contains the papers read _ be- 
fore the College from January, 1923 to De- 
cember, 1923, inclusive, and is published in 
part by the income from the Francis Houston 
Wyeth Fund. 


Mental Hygiene Leaflets Available to Phy- 
sicians and Parents 

The National Committee for Mental Hy- 
giene, 370 Seventh Avenue, New York City, 
has just issued a series of leaflets on the men- 
tal hygiene of childhood. The set, called the 
Thom series, covers the following subjects: 


1. Does your child fuss about his food? 

2. Being a parent is the biggest job on earth. 

3. Do you make the most of your child’s intelli- 
gence? 

4. Is your child jealous? 

5. Does your child have temper tantrums? Did you 
ever stop to think why? 

6. Obedience. Do you wish your child would mind 
every time you speak? Have you ever stopped 
to think why he does not? 

7. Enuresis (bed-wetting). 

8. Convulsions. 

9. Some conditions in children that would suggest 


the use of a habit clinic. 
One complete set of nine leaflets costs ten 
cents; large quantities are sold at special 
prices. 


Massachusetts Program for Tuberculous 

Children. 

A program has been presented to the Gover- 
nor of Massachusetts by the Massachusetts De- 
partment of Health which would involve a 
ten-year campaign against tuberculosis at a 
cost of nearly half a million dollars. Under 
this plan the 200,000 children enrolled in the 
lower grades of the public schools would be 
examined in order to prevent the disease or to 
detect it in its earlier stages. 
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Editorial 


Comment on Syphilis. 

Tomes have been written upon the subject 
of syphilis. Within a quarter of a century 
the cause (spirochaeta pallida), the diagnostic 
tests (Wassermann Reaction) and the more 
complete treatment (arsenic and mercury medi- 
cation) of this malignant disease have been 
evolved. The history of syphilis, making its 
appearance in man in epidemic form in the 
fifteenth century and centering now about these 
three epochal accomplishments, of untold value 
to the human race, has produced an enormous 
volume of publication. From this prodigious 
literature, elaborating and recording criteria 
of the disease, medical practitioners may fail 
to cull essentials. Physicians may fall into 
the mental habit of looking for newer findings 
in research, while the fundamental and accepted 
factors in the cause, diagnosis, treatment and 
prevention are overlooked in daily practice. 

This editorial comment is made with the 
purpose of bringing to the reader elementary 
facts in this widespread disease; the pathology 
in spirochaeta pallida infection of the human 
body, its diagnosis and treatment. 


Vol. 51. 


Syphilis is an infectious disease and it is 
due to the implantation and proliferation of 
spirochaeta pallida. (Schaudinn). This or- 
ganism is a very delicate motile one, possessing 
flagella, like corkscrew threads. This or- 
ganism is present in syphilis in the acute and 
chronic stages of the disease. It is found in all 
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stages of the disease and, also, in all luetic 
pathology. 


Fig. 1—(5, 6 and 7) Treponema pallidum from a Ten-Day- 
Old Pure Culture in a Horse-Serum-Agar-Tissue Medium. 
Giemsa Stain, x1,280. (8 and 9) Long Forms from a 
Pure Culture. Giemsa Stain, x1,280. (After H. Noguchi, 
“Studies from the Rockefeller Inst. for Med. Res.,” Re- 
printed from J. Exp. Med.) (From Barker’s The Clinical 
Diagnosis ef Internal Diseases, Vol. 1, page 369). 


The First Stage—The disease is trans- 
mitted usually through sexual intercourse, and 
appears locally upon the mucous membrane of 
sexual organ in three to six weeks after contact, 
in the form of a local, painless, pale, firm 
nodule, called Hunterian chancre. This tends 
to break down into an ulcer. It is in this 
form recognized as a syphilitic chancre, pos- 
sessing a hard, woodlike margin. This pri- 
mary or local syphilitic lesion disappears un- 
der treatment in three to five weeks, but spiro- 
chaeta pallida pass into the general system, 
producing secondary lesions. The inguinal 
glands, retrocervical lymph glands, and later, 
epitrochlear glands, bilaterally, disclose, dur- 


Fig. 2—Syphilis maculosa (Roseola). (From Jacobi-Pringle’s 
Dermochromes, Vol. III, plate CVIII). 
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ing seven to nine weeks, general involvement 
and enlargement denoting lymphadenoid hy- 
perplasia. 

The Second Stage—In nine to twelve weeks 
secondary signs of spirochaeta pallida pathol- 
ogy appear in the skin system. In this stage 
exanthem or skin lesions appear: macular, rose- 
colored exanthem. The syphilitic roseola ap- 
pears first on chest, abdomen and back, asso- 
ciated with slight feverishness, headache, pains 
in back and legs. The face and extremities 
escape this eruption usually, but the uvula, 
tonsils and soft palate may show it: later the 
mucous membrane of tongue, lips, tonsils and 
cheeks may disclose the characteristic mucous 
patch. The patient feels quite ill. 

The clinical evolution of the skin lesions pro- 
ceeds, with more or less constancy, from macu- 
lar syphilid to papular syphilid. Papular 
syphilids are small, firm, brownish-red or cop- 
per colored. In severe grade of syphilis, the 
papules are smaller, and are called small 
papular syphilid or miliary syphilid; in more 
malignant types of syphilis, the papules are 
nodular and undergo ulceration. The culmi- 
nating skin lesions are the pustular syphilids. 
The pustules are large and surrounded by a 
red zone. Scabs form over the pustule as the 
pathology advances. Later the old central 
crusts become elevated and curl. If the scalp 
or beard is the site of pustulation the term im- 
petigo syphilid is used to describe the nature 
of the lesion. 

During this stage other clinical symptoms 
may arise in form of hoarseness, meaning laryn- 
geal mucous patches or ulceration; falling hair 
from scalp, eyebrows, evelashes, axillae and 
beard may occur. Neuritis, arthritis, optic 
neuritis, periostitis, unilateral or bilateral iri- 
tis may occur. There may be relapses in in- 
adequately treated cases. It must be noted that 
the disease is extremely infectious during this 
stage: the spirochaeta pallida are undoubtedly 
most virile and widely distributed during this 
stage. 

The Third Stage—The tertiary stage of 
syphilis is the gumma stage: “aggregations of 
small mononuclear cells which tend to break 
down from coagulating necrosis.” The gumma 
vary from the size of a pin’s head to that of a 
child’s head; they are found in skin system; 
in organs—as liver, lung, spleen, intestines, 
kidney and heart (visceral syphilis) ; they are 
also found in the brain (with signs of brain 
tumor, gumma of brain). Gummatous arteri- 
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tis of brain may cause brain lesion: hemiplegia 
or aphasia.. Gummatous arteritis of vessels of 
spinal cord may cause paraplegia. Gummata 
of the bones are common in the skull, particu- 
larly in bones of the nose (saddle nose) ; per- 
foration of nasal septum and palate also occur. 
Syphilitic liver, intestines, spleen, heart and 
aorta give characteristic symptomatology. 

The Fourth Stage—Paraluetic stage of this 
chronic general infection appears from ten to 
fifteen years, or more, after the primary lesion. 
This is the stage when the spirochaeta pallida, 
after long years of human habitation, invade 
the cerebrospinal system and slowly evolve a 
pathology which assumes two general forms: 
(1) cerebral cortex symptoms or general pare- 
sis (dementia paralytica); (2) spinal menin- 
ges and roots of sensory nerves “lead to de- 
generation of the posterior funiculi of the 
spinal cord (tabes dorsalis or locomotor 
ataxia).” 


Herepirary SYPHILIS 


Congenital syphilis makes this disease uni- 
que in the category of disease. Often signs of 
syphilis in the second generation are over- 
looked. Children with (1) Pemphigus of the 
palms and soles; (2) coryza: (3) early and 
chronic signs (syphilids) ; (4) Parrot’s pseudo- 
paralysis of newborn; (5) gummatous osteo- 
chondritis of long bones—are probably in- 
fected with spirochaeta pallida.* 


DIAGNosis 

Syphilis demands early diagnosis. Early 
diagnosis enables a more complete treatment. 
The accepted clinical signs of chancre are not 
adequate. The laboratory study by dark field 
and Wassermann reaction should be applied 
in every case. Stokes, of the Mavo Clinic, has 
recently emphasized this in a concise article 
which we quote in part: 

(1) “Apply modern syphilologic teachings 
in diagnosis; put in background attempts at 
recognition of primary lesion by time-worn 
descriptive criteria of physical characteristics 
of the chancre. 

(2) “Use the dark field; repeated dark field 
examinations in all genital lesions are needed. 

(3) “Treatment should be deferred until 
dark field examinations have been conducted. 

(4) “A Wassermann Reaction should be 
taken routinely on any lesion which in any way 
suggests the possibility of a syphilitic primary 
lesion. Should dark field examinations be nega- 


*Barker’s Clinical Diagnosis of Internal Medicine. 
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tive, Wassermann test should be repeated at 
frequent intervals, ‘the last test being taken at 
least four months after the lesion is first seen.’ 

(5)“Physicians should use repeated Wasser- 
mann tests if results are conflicting or clinical 
signs suggest possible lues. 

* * * * 

(7) “In latent or late syphilis, it should be 
remembered that no single test will yield over 
sixty to seventy per cent of positive reactions. 
The negative blood Wassermann test in parti- 
cular can not be taken as proof of freedom 
from syphilis. Physicians should cultivate a 
habit of mind to suspect syphilis and to rely on 
no one test. A careful search by examinations 
and a good working knowledge of disease pro- 
cesses produced by the spirochaeta pallida, as 
seen in various systems of the body, in its so- 
called latent and late stages, are indispensable 
to one hundred per cent correct diagnoses. In 
these forms physicians should be alert to recog- 
nize luetic lesions. The favorite sites of this 
superficial pathology are mucous membranes, 
skin, genitalia, palms and soles, the bone sys- 
tem, the heart and blood vessels and the eyes. 
The spinal fluid and blood Wassermann are 
needed here. 


Fig. 3—Gait in tabes. Observe over-extension of support- 
ing knee, rigidity of advancing leg, elevated toe, heavily 
descending heel, watchfulness of steps, and assistance by 
cane. (From Church-Peterson’s Nervous and Mental Dis- 
eases, page 398). 


(10) “Diagnosis of syphilis, from primary 
lesion through the multiform pathology of in- 
termediate stages to paresis, rests upon the 
frequent and free use of diagnostic laboratory 
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tests and upon a recognition by physicians of 
outcroppings of syphilitic pathology in signs 
and symptoms far removed from those given 
in classical descriptions of the disease. The 
syphilitic patients may have skin diseases, bone 
diseases, hemorrhagic symptoms, eye diseases, 


Fig. 4—Taken te show the expression of paralytic dementia 
in an unusually expressive face (loaned by Dr. Atwood). 
(From Church-Peterson’s Nervous and Mental Diseases, 
page, 738). 

ear diseases, circulatory diseases, lung, liver 
and spleen diseases, kidney diseases, gastro- 
intestinal diseases, nervous and endocrine (is- 
eases: all due to generation-old infection of 


spirochaeta palliada.” 


TREATMENT 

Stokes’ special article, in Venereal Disease 
Information, U. S. P. H. Service, March 20, 
1924, Volume 5, Number 3, gives wholesome 
rules to be wisely followed in treatment; they 
are well stated and are given to our readers 
verbatim: 

1. In discussing treatment, primary empha- 
sis should be placed upon the fundamental re- 
lapsing character of the syphilitic infection 
and the wide variation of individual cases. 
Physicians who are to treat syphilis should be 
advised to make less use of the term “cure” in 
their own thinking, and urge upon the patient 
the desirability of prolonged observation, ex- 
tending not through the first one or two years 
but through the first decade or two of the dis- 
ease if not through life. Those who treat 
syphilis should realize that no system of ther- 
apy or combination of drugs thus far devised 
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can unqualifiedly guarantee the patient against 
relapse. 

2. Special emphasis should be placed upon 
the seriousness from the standpoint of the pub- 
lic health of relapses into infectiousness. Such 
infectious relapses may occur very promptly 
after a short course of arsphenamin, they may 
occur in the midst of mercurial treatment, and 
they may occur even after prolonged use of 
both drugs in combination. 

3. In all aspects of the treatment of syphilis, 
emphasis should be placed upon principles 
rather than upon hidebound and schematized 
therapeutics. Especially important for the in- 
structor to bear in mind are the following: 

1. Individualize the patient. Remember that 
you are treating a human being not an abstrac- 
tion. 

2. Treat syphilis as a whole and not from 
the standpoint of some isolated aspect. 

3. Insist upon the combined use of mercury 
and arsphenamin in early syphilis, the former 
for spirillicidal effects, the latter for the build- 
ing and maintenance of the patient’s resistance. 
Emphasize that mercury does not control in- 
fectious lesions. Do not encourage rest inter- 
vals in the first vear of an early case. 

4. Taboo mercury by mouth in early cases 
and the use of a small number of injections of 
arsphenamin. If the patient can not be given 
at least two courses of six injections each by the 
physician who has charge of him, that physi- 
cian should send him to some place or agency 
where he can receive at least this number of 
injections. Use mercury by inunction and in- 
tramuscularly. 

5. Emphasize the fact that inadequate early 
treatment for syphilis, especially the inefficient 
administration of arsphenamin, is responsible 
for grave relapses and probably for a steady 
increase of the incidence of neurosyphilis. In- 
sist therefore that early treatment shall be both 
intensive and prolonged. Most early syphilis 
is undertreated. 

6. Discourage the merely symptomatic out- 
look on the results of treatment. In particular 
the disappearance of lesions and the reversal of 
the blood Wassermann reaction from positive 
to negative in the first few years of the infec- 
tion have relatively little significance. Insist 
that no patient shall be placed upon a_ pro- 
longed rest period or allowed to lapse from 
observation and treatment in early syphilis un- 
til the spinal fluid has been examined and found 
normal. 
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7. Emphasize the need for treatment in all 
patients who show evidence of syphilis, even 
though that evidence be nothing but a positive 
blood Wassermann reaction; this provided the 
patient has never been adequately treated be- 
fore. Before beginning such treatment make a 
full investigation of the status of the case, with 
special reference to the condition of the special 
sense organs, the heart, and the nervous system 
(spinal puncture). Do not be satisfied merely 
with a positive Wassermann reaction. Know 
what kind of syphilis the patient has. 

8. In late cases of syphilis warn physicians 
of the danger of injudicious and overintensive 
treatment, and especially of the premature use 
of arsphenamin in patients with serious lesions 
in the heart, liver, and nervous system. Ad- 
vise mercurial preparation. 

9. Take every step possible both in early and 
late cases to maintain the general health and 
resistance of the patient and the integrity of 
the excretory mechanism. 

10. Syphilis of the hereditary and congenital 
tvpe should be treated with the same vigor 
and by essentially the same methods as late 
syphilis in adults. 

11. Syphilitics should not marry within 
three years after infection, even when under 
treatment. 

12. Many syphilitics have syphilitic families 
or contacts. Search out members of these 
families or the patient’s other contacts and en- 
deavor to bring them under treatment. 

13. Syphilis must be treated as a whole. It 
is inexcusable to treat patients merely to con- 
trol temporarily infectious manifestations. No 
agency should assume charge of a patient 
which is not prepared to meet every aspect of 
his case from start to finish and throughout 
the patient’s life. Follow-up and observation 
are as essential as treatment. 

14. Technical skill as well as trained judg- 
ment are essential to the treatment of syphilis. 
Emphasize how to do a thing as much as what 
to do. 


News Notes 


University of Virginia, Department of Medi- 
cine. 

Finals at the University, this year, June 
8-10, held the usual interest for the graduates, 
alumni and visitors. Bishop Collins Denny, 
of Richmond, preached the baccalaureate ser- 
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mon on the 8th. Right Reverend Lucian 
Kinsolving, Bishop of Brazil, delivered the 
chief address at the alumni luncheon on Mon- 
day the 9th, and Dr. William M. Thorton, dean 
of the department of engineering of the Uni- 
versity, delivered the Phi Beta Kappa address 
that evening. Four members of the medical 
school received this honor. Class day exer- 
cises were held on Tuesday morning and de- 
grees were conferred that afternoon on which 
oceasion Christie Benet, former United States 
Senator from South Carolina, delivered the ad- 
dress. The usual entertainments and dances 
added to the festivities ef commencement. 

There were thirty graduates in medicine. 
The full list, with hospital appointments, fol- 
lows: 

University of Virginia Hospital, University. 
—Drs. Edward H. Fite, Muskogee, Okla.; 
Richard S. Gill, Petersburg; Raymond D. 
Kimbrough, University; Reese Morgan, Ports- 
mouth: Daniel M. Prince, Laurinburg, N. C.; 
Hall H. Ratcliffe, Natchez, Miss.: Souren 
Tashjian, Seattle, Wash.; Marion H. Watson, 
Chatham; Graven F. Winslow, Elizabeth City, 
N. C. 

St. Luke’s Hospital, New York City.—Drs. 
Eugene O. Barr, Washington, D. C.; Winston 
U. Rutledge, Anchorage, Ky. 

Cincinnati General Hospital, Cincinnati, O. 
—Dr. Lila M. Bonner, Greenwood, S. C. 

Petersburg General Hospital, Petersburg, 
Va.—Dr. Wilbur M. Bowman, Petersburg, Va. 

Johnston-Willis Hospital, Richmond. — Dr. 
Harry L. Denoon, Jr., Richmond. 

Boston City Hospital, Boston, Mass—Drs. 
Frederic G. Dorwart, Newport, Pa.; Luther 
W. Kelly, University, Va.; Preston Nowlin, 
Portsmouth, Va. 

Unity Hospital, Brooklyn, N. Y—Dr. Irv- 
ing Drabkin, New York, N. Y. 

Buffalo City Hospital, Buffalo, N. Y —Drs. 
Don C. Eskew, Knoxville, Tenn.; William D. 
Wylie, Richburg, S. C. 

Stuart Circle Hospital, Richmond. — Dr. 
Holeombe H. Hurt, Blackstone, Va. 

Ohio Valley General Hospital, Wheeling, 
W. Va—Dr. Floyd L. Knight, Carthage, N. C. 

Providence Hospital, Washington, D. C.— 
Dr. James A. O’Keeffe, Richmond. 

East Orange Hospital, East Orange, N. J. — 
Dr. Nelson W. Sisson, Williamsville, Va. 

U.S. Naval Hospital—Drs. Charles H. All- 
man, Glade Hill, Va.; William E. Pinner, Suf- 
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folk, Va.; William H. Turnley, Ft. Meade, 
Fla. 

Instructor in Physiology, University of Vir- 
ginta—Dr. Howard W. Angell, University, 
Va. 

Dr. Morris Cohen, Lynchburg, Va. 

Dr. Joseph H. Luscinian, Blacksburg, Va. 


Staunton, the Convention City. 


Under the Miscellaneous Department, in this 
issue, appears another interesting article about 
Staunton, our next convention city, by Dr. 
Charles M. Blackford. If you have been 
doubtful about attending, these articles should 
“turn the trick” in making you want to be 
“among those present.” Dr. A. F. Robertson, 
Jr., chairman, and all the other members of 
the Local Committee of Arrangements, are 
doing what they can to add to the comfort and 
pleasure of those who attend. Headquarters 
will be at Hotel Stonewall Jackson, but as 
Hotel Virginia adjoins this and is connected 
with it on all three floors, and the two hotels 
have lobby and elevator service in common, 
they are, to all intents and purposes, one hotel. 
We give rates herewith, and would impress the 
necessity of making reservations promptly. 
This may be done by writing directly to the 
hotels, or to Dr. George H. Thomas, chairman 
of the Hotel Committee. If at the last minute 
you find you will be unable to attend, there 
will be others who can use your reservations. 
The Y. M. C. A. and private boarding houses 
can take care of a limited number of doctors 
also. 


SCHEDULE OF RATES 


Hotel Stonewall Jackson—100 rooms—European Plan. 

Rooms with Lavatory and Toilet, for one, $2.50; 
for two, $4.00. 

Rooms with Shower Bath, for one, $3.00 and $3.50; 
for two, $5.00. 

Rooms with Tub Bath, for one, $3.50 and $4.00; for 
two, $6.00 and $7.50. 

Rooms with Shower and Tub Bath, for one, $4.50 
and $5.00; for two, $6.50 and $7.00. 

Rooms with Twin Beds and Bath, for two, $7.00 and 
$8.00. 

Parlor Suites, $10.00 and up. 


Hotel Virginia—128 rooms—European Plan. 
Rooms with Lavatory, for one $1.50 and $2.00; 
for two, $3.00. 
Rooms with Tub Bath, for one, $2.50 and $3.00; for 
two, $4.50 and $5.00. 
Sample Rooms with Tub Bath, for one $3.50 and 
$4.00; for two, $6.00 and $7.00. 


Beverley Hotel—68 rooms—American Plan. 
Rooms Without Bath, $3.00. 
Rooms With Bath, $3.50. 
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New Appointments in the University of Vir- S. C., president, and re-elected Miss Edith 


ginia Medical School. 


Two new appointments have been made to 
the teaching staff of the Medical School of the 
University of Virginia. 

Dr. Leroy A. Calkins, now Assistant Pro- 
fessor of Obstetrics and Gynecology in the 
University of Minnesota, has been elected 
Professor of Obstetrics and Gynecology. Dr. 
Calkins is a graduate of Cornell College, Iowa, 
and spent two years in the study of Physics be- 
fore entering upon the study of medicine in 
the University of Minnesota in 1913, graduat- 
ing from the same medical school in 1918. Af- 
ter graduation he spent three years in post- 
graduate study under Dr. Litzenberg, and re- 
ceived the Degree of Doctor of Philosophy in 
Obstetr:cs and Gynecology in 1921. Since then, 
he has been instructor and assistant professor 
in the same subjects in the University of Min- 
nesota Medical School. Dr. Calkins has pub- 
lished important investigations in the relative 
rates of growth in different parts of the fetal 
skeleton. 

The subject of Gynecology has been divided 
between the Departments of Surgery and Ob- 
stetrics, the Department of Obstetrics taking 
charge of recent and old injuries of childbirth, 
such as lacerations, fistulae, prolapse of blad- 
der and uterus and other displacements of the 
uterus in women who have borne children. 
Other gynecological cases will, as heretofore, 
be handled by the Department of Surgery. 

Dr. Alfred Chanutin has been elected Asso- 
ciate Professor of Biological Chemistry. Dr. 
Chanutin took his academic work at Yale and 
subsequently specialized there in the Depart- 
ment of Biological Chemistry, receiving the 
degree of Doctor of Philosophy under Dr. 
Lafayette B. Mendel in 1923. Prior to this he 
has worked under Dr. R. M. Pierce at the Uni- 
versity of Pennsylvania, and Dr. Graham Lusk 
at Cornell Medical School, New York. Dur- 
ing the past year, he has been in the Depart- 
ment of Physiology at the University of Illi- 
nois. He has conducted important investiga- 
tions into the fate of water introduced into 
the blood, the main results of which have been 
recently published in the American Journal of 
Physiology. 


The Association of Surgeons of the Southern 
Railway System, 
At its last annual meeting in Jacksonville, 
Fla., elected Dr. H. R. Black, of Spartanburg, 


Foltz, secretary-treasurer. The three prizes of- 
fered annually by the Jnternational Journal 
of Medicine and Surgery for the best papers 
read were awarded, first to Dr. Stuart 
McGuire, Richmond, Va., second to Dr. C. L. 
Guice, Gadsden, Ala., and third to Dr. H. A. 
Briggs, Asheville, N. C. 


Married. 


Dr. Allan Moore Kimbrough and Miss Car- 
rie Nelson Berkeley, both of Richmond, June 
17th. 

Dr. William Ambrose McGee and Miss 
Lois Marie Johnson, both of Richmond, June 
24th. Dr. McGee was a member of this year’s 
graduating class at Medical College of Vir- 
ginia and received appointment as one of the 
internes at St. Elizabeth’s Hospital, this city. 

Dr. Richard Hardaway Meade, formerly of 
Richmond, who graduated from the Medical 
School of Harvard University in 1921, and 
Miss Mary Frazier, daughter of Dr. Charles 
Harrison Frazier, of Philadelphia, June 14th. 
Dr. Meade and his wife will sail about the 
first of August, for China, where he will accept 
an appointment at St. James Hospital, Ank- 
ing, China. 

Dr. Paul Frederick Whitaker, Kinston, 
N. C., of the class of °22, Medical College of 
Virginia, and Miss Pocahontas Farrar Lips- 
combe, of Richmond, June 11th. 

Dr. William P. Gilmer, a native of Pulaski, 
Va., who practiced for a time at Clifton Forge. 
Va., and Miss Catherine Newman, of Baldwin, 
Miss., June 2nd, at Seone, Korea, where both 
are engaged in mission work. Dr. Gilmer went 
out to Korea as a medical missionary about a 
year ago. 

Dr. Edward Halsell Fite, Muskogee, Okla., 
and Miss Elizabeth Coleman Williams, 
daughter of Dr. and Mrs. J. Fulton Williams, 
of Charlottesville, Va., June 13th. Dr. Fite 
was a member of this year’s class of the Medi- 
cal School of the University of Virginia, and - 
has accepted an internship at University Hos- 
pital for the ensuing year. 

Dr. John Alexander Coleman, Miami, Fla., 
and Miss Mary Matthews Dabney, Richmond, 
June 24th. Dr. Coleman graduated this year 
from the Medical Department of Tulane Uni- 
versity of Louisiana, and has been appointed 
one of the internes to Memorial Hospital, 
Richmond, for the coming year. 
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Dr. Holloway Succeeds Dr. de Schweinitz. 

Dr. Thomas B. Holloway has been elected 
professor of ophthalmology at the University 
of Pennsylvania Medical School to succeed 
Dr. George E. de Schweinitz, resigned. 


Dr. David B. Stuart, 

Cumberland, Va, who graduated this year 
from Medical College of Virginia, is locating 
in Dublin, Va., for the practice of medicine. 
Doctors Have Losses by Storms. 

Among those to suffer heavy losses in their 
orchards and crops as a result of the recent 
hail and wind storms are Dr. A. C. Swinley, 
of Winchester, Va., and Dr. A. P. Osborne, of 
Berryville, Va. 


Miss Van Vort to go to Knoxville General 

Hospital. 

Miss Rosa Van Vort, having concluded her 
six months’ organization work at St. Eliza- 
beth’s Hospital, Richmond, in which hospital 
she has inaugurated the training school for 
nurses, leaves the middle of July for Knox- 
ville, Tenn., to take up the reorganization work 
of the Knoxville General Hospital. She will 
be succeeded at St. Elizabeth’s Hospital by 
Miss Grace Riddell who has been associated 
with Miss Van Vort. 


University of North Carolina has Extension 

Medical Courses. 

More than 225 North Carolina physicians 
have been taking advantage of the post-gradu- 
ate medical courses which have been. held in 
various cities of the “Old North State” for 
the past few weeks. The instructors are 
brought to the doctors and it is a wonderful 
opportunity for the busy doctor. 


Dr. David L. Edsall, 


Dean of the Medical School of Harvard 
University, and family are spending some 
time at their country home near Millwood, in 
Clarke County, Virginia. 


Dr. and Mrs. J. C. Coulter 


And daughter have returned to their home 
in Charlottesville, Va., after a motor trip to 
Pennsylvania, where they visited the Doctor's 
parents near Pittsburgh. Dr. Coulter and his 
brother from Missouri were at home together 
for the first time in twenty-two years. On 
the return trip, Dr. Coulter’s party visited 
Chambersburg and Gettysburg, Pa. He re- 


ports that the roads were in good shape. 


VIRGINIA MEDICAL MONTHLY. 


[July, 


Doctors on Community League. 

Drs. H. T. Hopewell, B. R. White and G. (. 
Crawford, of Strasburg, Va., have been ap- 
pointed members of the health and sanitation 
committee of the Community League of that 
place. 

Dr. W. W. Chaffin, 

President of the Medical Society of Vir- 

ginia, and family have just returned to their 


home in Pulaski, Va., after a pleasure trip to 
Canadian and other Northern cities. 


Dr. Roy L. Noblin, 

Nelson, Va., of this year’s class, Medical 
College of Virginia, is locating at Stovall, 
N. C., for the practice of his profession. 


The American Gynecological Society, 

At its recent meeting at Hot Springs, Va., 
elected Dr. Howard C. Taylor, New York, 
president, and re-elected Dr. Aruther C. Cur- 
tis, Chicago, secretary. 


Tonsil and Adenoid Clinic at Fredericks- 
burg. 

About the middle of June a tonsil-adenoid 
clinic was held in Fredericksburg, Va., at 
which time twenty-six boys and girls from 
Stafford County and the city of Fredericks- 
burg were operated upon, under the auspices 
of the Fredericksburg Nursing Association 
and the Stafford County Public Health Asso- 
ciation. Dr. H. M. DeJarnette, assisted by other 
physicians and several nurses, looked after the 
patients. 


Professor of Pediatrics, Medical College of 

Virginia. 

Dr. St. George T. Grinnan, for a number of 
years associate professor of pediatrics at the 
Medical College of Virginia, was, at the June 
meeting of the Board of Visitors of the Col- 
lege. appointed professor of pediatrics to fill 
the vacancy caused by the death of Dr. 
McGuire Newton a little over a year ago. 


Dr. J. Fulmer Bright, 

Recently elected mayor of Richmond, Va.. 
has qualified before the Hustings Court, and 
will enter upon his duties on September Ist. 
We extend our good wishes to Dr. Bright in 
his new field of work. 


Dr. William J. Norfleet, 


Formerly of Suffolk, Va., who, since his 
graduation from University of Virginia Medi- 
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cal School in 1922, has been connected with 
University Hospital, has accepted an appoint- 
ment at Shreveport Charity Hospital, Shreve- 
port, La., and entered upon his duties July 1st. 


Dr. Beverley R. Tucker, 

Richmond, Va., was acclaimed poet laureate 
of the Edgar Allan Poe Shrine of this city, 
at a recent meeting of the board of directors. 


Dr. and Mrs. I. Keith Briggs, 
South Boston, Va., were recent visitors in 
Asheville, N. C. 


Dr. H. R. Fairfax, 

Formerly of Bristol, Va.-Tenn., after com- 
pleting a post-graduate course at Tulane Uni- 
versity, has located at Brookhaven, Miss., 
where he will continue the practice of medi- 
cine, 


Dr. W. B. Moore, 


Member of the Medical Society of Virginia, 
has moved from Browns Summit, N. C., to 
Smith, N. C., where he formerly practiced. 


Dr. and Mrs. Joseph T. Buxton, 

Newport News Va., early in June celebrated 
the twenty-fifth anniversary of their marriage 
with a brilliant reception at their home on 
Tlampton Roads. 


U. Va. Medical Students Take Examinations 
of the National Board. 

Eighteen students of the University of Vir- 
ginia Medical School took the examinations of 
the National Board of Medical Examiners, 
June 19-21, twelve taking Part I and six Part 
II. Part I covers the first two years of the 
medical course and Part IT the last two years. 

Medical licensure is a state matter, each state 
having complete regulation of the practice of 
medicine within its borders; and those who 
desire to practice within a state must therefore 
obtain this license from the State Board of 
Licensure. Each state board gives examinations 
and also is empowered by law to license by 
reciprocity those who hold licenses to practice 
in other states. Frequently there are annoying 
conditions placed upon obtaining reciprocity, 
and physicians who have successfully practiced 
medicine for several years at times find it 
necessary to stand examinations when moving 
from one state to another. 

The National Board of Medical Examiners 
was founded in 1915 by the late Dr. W. L. 
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Rodman, of Philadelphia. His sun, Dr. J. S. 
Rodman is now secretary of the Board, and 
Major-General Merritte W. Ireland, Surgeon- 
General of the Army, is president. It is only 
an examining and not a licensing body, gives 
a thorough examination to those intending to 
practice medicine, and certifies the results of 
these examinations, which consists of three 
parts: Part I being on the medical sciences of 
the first two years, Part II on the clinical 
branches of the last two years of the regular 
four-year medical course, and Part III being 
a practical clinical examination taken at the 
completion of one year of interne service in 
an approved hospital. Twenty-eight states 
accept the certificate of the National Board in 
lieu of their own examinations, thus relieving 
the applicant for license from taking further 
examinations. Twelve other state boards have 
intimated their willingness to do the same as 
soon as the wording of the existing medical 
practice acts can be changed. 

A table in the June number of the Bulletin 
of the National Board gives the nineteen 
schools from which the largest number of stu- 
dents have applied for the National Board ex- 
amination. The University of Virginia stands 
seventh on this list. Harvard comes first with 
286 and is followed by Pennsylvania with 214, 
Johns Hopkins with 162, Rush Medical College, 
Chicago, with 125, Woman’s Medical College 
of Pennsylvania 114, Cornell 79, University 
of Virginia 57, Columbia 56, Yale 50, Wash- 
ington University, St. Louis 37. 

The University ef Virginia is also the only 
medical school south of Baltimore among these 
nineteen leaders, and during the calendar year, 
1923, the last for which statistics are available, 
out of the fourteen medical schools having ten 
or more students examined, only Cornell and 
Virginia came through with no failure. 


Roanoke Doctors Well Represented at A. M. 

A. Meeting. 

Thirty Virginia doctors were registered in 
attendance at the Chicago meeting of the 
American Medical Association, nearly twenty- 
five per cent of these being from Roanoke: 
Drs. T. D. Armistead, Paul Davis, Elbyrne 
Gill, K. D. Graves, J. T. McKinney, D. E. 
Remsberg, and J. M. Ropp. 

Before returning home, Drs. Davis and 


McKinney spent sometime at the Mayo Clinic, 
Rochester, Minn., and Dr. Ropp visited Dr. 
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Potter’s Clinic in Buffalo, N. Y., and the 
Lying-In Hospital in New York City. 


Dr. S. A. Conduff 


And family returned to their home, Laurel 
Fork, Va., July 1st, after a stay of four months 
in New York, where Dr. Conduff was taking 
a post-graduate course in eye, ear, nose and 
throat work at the New York Post-Graduate 
School and Hospital. 


Dr. D. Hunter Marrow, 


After spending the winter and spring at 
Daytona, Fla., has returned to his old home 
at Union Level, Va. 


Dr. and Mrs. E. T. Gatewood 


Have returned to their home in Richmond, 
after a visit to Atlantic City, N. J. 


Officers in Alumni Association. 


Drs. W. R. Whitman, Roanoke, Va., and 
Nat. Copenhaver, Bristol, Va.-Tenn., were 
elected vice-presidents of the Roanoke College 
Alumni Association, at its annual meeting last 
month. 


U. S. Base Hospital, No. 45, 


Better known in this section as McGuire 
Unit, has just issued a splendid history of its 
activities, from the inception of the plan for 
its organization to the time the men were mus- 
tered out. It covers 352 pages and contains 
200 photographs. It is unfortunate that the 
edition is so limited—300 copies—that it may 
not have the circulation to which it is entitled 
because of its human interest. 


Home for Nurses at Catawba Sanatorium. 

The new home for nurses at Catawba Sana- 
torium, Va., has recently been completed and 
is considered a model structure of its type. It 
can care for forty-two nurses. 


Dr. S. L. Scott, 


Fredericksburg, Va., was elected one of the 
vice-presidents of the Virginia Historic High- 
way Association, at its organization meeting 
in Lynchburg, in June. 


Dr. Paul Redd, 

Of Highland Park, Richmond, has been 
elected a member of the committee on health 
and sanitation of the Highland Park Citizens’ 
Association, for the ensuing year. 
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Dr. and Mrs. William E. Anderson, 

Farmville, Va., are spending some time at 
their country home in Dinwiddie County, Vx. 
Dr. and Mrs. N. Thomas Ennett, 

Richmond, have gone on a motor trip to Bor- 
den Lodge, near Morehead City, N. C., where 
they will spend the month of July. 

Dr. R. V. Patterson, 

Who has just completed his service as in- 
terne at Memorial Hospital, Richmond, |as 
gone to Atlanta, Ga., where he will be con- 
nected with the house staff of the Georgia 
Baptist Hospital. He plans later to go as a 
medical missionary to the Orient. 


Dr. and Mrs. Thomas W. Murrell, 

Richmond, left about the middle of June for 
an autombile trip through the Adirondacks to 
Toronto, Canada. 


Dr. and Mrs. E. R. Miller 

And daughter of Harrisonburg, Va., at- 
tended the finals at the University of Rich- 
mond, on the occasion of the graduation of 
their son, Francis 8. Miller. 


Dr. and Mrs. J. Weldon Smith, 

Farmville, Va., were visitors in Richmond 
during finals of Medical College of Virginia, 
having come for the graduation of their son, 
Dr. William Edward Smith. 


Dr. and Mrs. Thomas Wheeldon 

Have returned to their home in Richmond, 
after a visit to their former homes in Massa- 
chusetts. 


Directors of Bank. 

Drs. J. M. Williams and W. P. Hoy, Peters- 
burg, Va., have been elected on the board of 
directors of the Union Bank and Trust Com- 
pany of that city, formed by the consolidation 
of two large banking institutes of Petersburg. 


Dr. India Hunt, 
Of Blue Ridge Sanatorium, Charlottesville, 
Va., has been visiting relatives in Atlanta, Ga. 


Dr. J. Randolph Chitwood, 

Sylvatus, Va., who recently graduated from 
the Medical College of Virginia, visited his 
brother, Dr. E. M. Chitwood, of Wytheville, 
Va., before taking up his duties as an interme 
at Stuart Circle Hospital, Richmond. 


Mr. Bird Associate in Bacteriology, M. C. 


Mr. Lloyd Campbell Bird, Richmond, for } 


more than five years assistant director of the 
city and state health laboratories, has resigned 
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that position, effective August 1, to become 
associate in bacteriology at the Medical Col- 
jeve of Virginia, a new position created at the 
College. 

Mr. Bird, who is a graduate in pharmacy 
from the Medical College of Virginia in the 
class of 1917, intends to devote all of his time 
to work in the bacteriological department of 
the College and to the expansion of the activi- 
ties of the Alumni Association, of which he is 
secretary. 


Dr. J. Walker Walters 


And daughter, of Lynchburg, Va., have been 
visiting relatives in Orange, Va. 


Child Clinic in Martinsville, Va. 


Dr.. Samuel Newman, pediatrician of Dan- 
ville, Va., by invitation conducted a child clinic 
demonstration in Martinsville, Va., on June 
11th. The physicians and public health work- 
ers of Martinsville co-operated with Dr. New- 
man in this work and a number of babies and 
children were examined according to most 
modern methods and records were placed in 
the hands of the attending physicians. 


Dr. Millard B. Savage 


Announces that he is located at 400 Fairfax 
Avenue, Norfolk, Virginia, in association with 
Dr. Burnley Lankford, both of them limiting 
their work to obstetrics. Dr. Savage graduated 
from University of Virginia in the class of 
1921, after which he had interne service for 
eighteen months in a general hospital at Min- 
neapolis and then six months at a private hos- 
pital in West Virginia. During the past year, 
he has been doing post-graduate work in obste- 
trics at Indianapolis, at Memorial Hospital, 
Syracuse, N. Y., and the Lying-in Hospital of 
New York City. 


Dr. Archer A. Wilson, 


Who has been practicing in Oxford, N. C.. 
since his graduation from Medical College of 
Virginia, last year, has located at Maybeury, 
W. Va. 


The Woman’s Auxiliary, Dinwiddie County 
Medical Society, 
Of which Mrs. Fletcher J. Wright and Mrs. 
George H. Reese, both of Petersburg, Va., are 
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president and secretary respectively, held its 
quarterly meeting in that city recently. It 
was voted that the Auxiliary give the gradu- 
ating class of Petersburg General Hospital an 
entertainment annually in behalf of the Peters- 
burg medical faculty. Mrs. Herbert C. Jones, 
Mrs. W. Preston Hoy and Mrs. George H. 
Reese were named a committee to arrange for 
this year’s entertainment, which was held on 
the afternoon and evening of June 27th. Mrs. 
Wright Clarkson and Mrs. John Harwood 
were hostesses for the meeting. The next meet- 
ing is to be held in September. 


Dr. W. Brownley Foster to be Director of 
Public Welfare of Richmond. 


Dr. J. Fulmer Bright, who will enter upon 
his duties as mayor of Richmond on Septem- 
ber Ist, has appointed Dr. W. Brownley Fos- 
ter as director of Public Welfare and Chief 
Health Officer of Richmond, thus combining, 
in the new administration, the offices held by 
Dr. E. C. Levy and Dr. C. C. Hudson, who 
recently resigned to accept a position in 
Greensboro, N. C. Dr. Foster, for the past 
fourteen years health officer of Roanoke, Va., 
will enter upon his duties on October 1st. He 
is a native of Richmond, and graduated from 
Medical College of Virginia in 1901, later 
taking post-graduate work at Harvard Uni- 
versity and Massachusetts General Hospital. 
He is well known as a capable municipal exe- 
cutive and public health worker. 


Dr. R. J. Yates 


Has 


tomac, 


been elected mayor of the town of Po- 
Arlington County, Va. 


Dr. D. Wright Kelly, Jr., 


Who graduated from Medical College of 
Virginia this year, visited his parents in Cul- 
peper, Va., before going on to Hazard, Ky., at 
which place he received appointment as interne 
in the hospital. 


Dr. Chevalier Jackson to Have New Chair at 
Jefferson College. 


Dr. Chevalier Jackson recently resigned as 
professor of laryngology at Jefferson Medical 
College, Philadelphia, to accept the professor- 
ship of the newly created chair of broncho- 
scopy and esophagoscopy at the same college. 
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Dr. Fielding O. Lewis, who has been asso- 
ciate professor of laryngology at Jefferson 
Medicai College, will succeed Dr. Jackson. 


Dr. J. A. Rucker, 


Bedford, Va., has been in Philadelphia for 
some time, where he is visiting the nose and 
throat clinics at the various hospitals. 


The American Laryngological, Rhinological 
and Otological Society, 


At its annual meeting recently held in St. 
Louis, elected Dr. William H. Haskin, New 
York, president, and Dr. Robert L. Loughran, 
also of New York, secretary. Dr. Elbyrne Gill, 
Roanoke, Va., was elected a member of the So- 
ciety at this meeting. 


Influenced by Surroundings. 


Your patient, waiting in your reception room, 
is influenced by his surroundings, and the good 
reading matter he gets in “//ygeia,” prepares 
his mind to appreciate and understand your 
work. Why not subscribe to this journal of 
individual and community health, founded and 
published by the American Medical Associa- 
tion? “On the informed mind quacks make 
no impression.” 


Dr. I. Carrington Harrison, 


Danville, Va., who has been under treatment 
in Richmond, is reported as much improved. 


Dr. E. E. Feild, 


Norfolk, Va., has been spending some time 
at Crockett Springs, Va. 


Dr. A. H. Deekens 

Has returned to his home in Richmond, af- 
ter attending the marriage of his niece in Cum- 
berland, Md. 


Habit Clinics for Children. 

Temper tantrums are among the bad habits 
cured through the work of habit clinics for 
young children, a new development in the child- 
hygiene field. 

Dr. D. A. Thom, Director of the habit clinics 
of the Community Health Association of Bos- 
ton, which were started in 1921, has written a 
report for the U. S. Children’s Bureau on their 
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work. ‘he clinics attempt to correct the uwni/e- 
sirable conduct or personality defects of ¢l)i|- 
dren under their care and to promote the mv i- 
tal health of these children just as heath 
clinics attempt to cure physical defects aid 
promote bodily health. Only 19 out of 130 
children treated by the clinics last year did ot 
improve, Dr. Thom states in his report. Some 
of the habit problems treated, in addition to 
temper tantrums, were destructiveness, pugnic- 
itv and shyness, delinquency, and acute per- 
sonality changes. 


Wanted. 


Location on railroad in Virginia, by 118 
graduate, Class A school, who has had_ post- 
graduate work and one year hospital work. 
Doing general practice now. Aged 33 years. 
Will consider partnership. Can give refer- 
ences. Address No. 349, care this journal. 
( Adv.) 


For Sale. 


$7,000 practice in good Virginia town of 
1,100 to 1,200 people, on good railroad. Good 
roads and churches, and four-year high school. 
Must buy real estate, consisting of house, lot, 
etc., price $7,500. Terms as desired. Possession 
September Ist. Address “J,” care this journal. 
( Adv.) 


Guinea Pigs For Sale. 


Apply Health Officer, 
(Adv.) 


Obituary 


Dr. Samuel S. Simpson, 

Of Clarendon, Va., died the latter part of 
May in Washington, D. C. He was about 
sixty years of age and had graduated in 1885 
from the College of Physicians and Surgeons 
of Baltimore. He lived for sometime at 
Manassas, Va., and was for a number of years 
a member of the Medical Society of Virginia. 


Dr. John B. Coakley, 


Formerly of Richmond, Va., died at his 
home in Buffalo, N. Y., June 4, aged eighty-six 
years. He was graduated from Medical Col- 
lege of Virginia in. 1861 and served as a sur- 
geon in the Confederate States’ Army. Three 
children survive him. 


Prices reasonable. 
Newport News, Va. 
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